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BRAND NEW BOOK - ALREADY REPRINTED! 


Clinical Heart Disease 


By DR. SAMUEL A. LEVINE, of Harvard 


ERE is a new book that was specifically planned and written to meet the bedside and office 
needs of the Family Physician, Surgeon, and Cardiologist. 
Each disease or condition is taken up separately and completed in its own chapter. Those 
heart conditions that are of most frequent occurrence in general practice are given the most 
HAPPY cxtended consideration. You will find an excellent chapter on Rheumatic Fever and Rheumatic 
NEW Heart Disease. Another on Angina Pectoris. Another on Arteriosclerosis. Others on Congenital 
Heart Disease, Functional Heart Disease, the Heart in Thyroid Disease, Significance of Bronchial 
YEAR and other factors in causing Dyspnea, Heart Disease as a Surgical or Obstetrical Risk, ete. 
Then there is a chapter of 114 pages on Clinical Electrocardiography. This chapter, too, is complete; and the 
444 Electrocardiograms on 95 figures are interpreted and the findings specifically applied to diagnosis and 
therapeutic reactions 
The General Practitioner of Australia and New Zealand, says: “The general practitioner who sees 
more heart cases than the specialist, will find this book well worth buying. It will teach him much which 
he failed to learn in his training . Buy this book! 
of 469 pages, illustrated. By Samuel A. Levine, M.D., Assistant Professor of Medicine, Harvard University. Cloth, $5.50 net. 
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upercainal 


the Soothing, Antipruritic Ointment with Pro- 
longed Local Anesthetic Action. 


Physicians do not stop prescribing NUPERCAINAL after 
the sunburn season. They keep using this ointment of pro- 
longed local anesthetic effect throughout the autumn, win- 
ter, and spring. NUPERCAINAL offers speedy relief to 
pain and itching in a wide variety of cases. 


Pharmacists can supply NUPERCAINAL in one ounce tubes 
or in larger quantities from the one pound tin. 


CIBA COMPANY, INCORPORATED - NEW YORK. N. Y. 
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BRONCHITIS . 
APPLY 


Whenever there is localized con- 
gestion due to traumatic or inflam- 
matory processes, local application 
of the emplastrum Numotizine will 
be found of value for its rapid 
decongestive effect, its superior 
anodyne qualities. 


NUMOTIZINE, Inc. 


900 N. Franklin Street, Chicago, Ill. 


NUMOTIZINE, Inc., 900 N. Franklin St., Chicago, Ill. Dept. A.O.A. | 
Gentlemen: Please send me samples of Numotizine for clinical test. 
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PROTECTIVE FOODS 
I. MINERALS 


® Considerable differences may exist be- 
tween the mineral contents of foods from 
both the qualitative and quantitative stand- 
points. In fact, variation in mineral content 
has been noted even in the same plant 
variety; such variations being dependent, 
among other factors, upon soil or climatic 
conditions (1). 


A striking example of the influence of one 
of these factors is the relative richness in 
iodine of field crops raised in certain coastal 
regions of this country where the soil is also 
high in iodine. 

From the point of view of those concerned 
with human nutrition, interest in the min- 
eral content of the food supply is usually 
centered around calcium, iron and iodine; 
since it is generally agreed that of all the 
essential minerals, these are the ones most 
apt to be inadequately supplied by the 
average varied diet. Conservation of these 
minerals in foods is, therefore, a matter of 
considerable practical interest. 


Unlike the vitamins, minerals are not lost 
during storage of fruits and vegetables. 
However, solution losses during cooking 
may be severe, due to the fact that most 
minerals, as they occur in the plant, are 
soluble, or at least are extractable, by the 
water in which they are cooked. For ex- 
ample, cabbage cooked by the usual home 
method has been shown to lose from 21 to 


72 per cent of its calcium (2). 


As exemplified by these studies, solution 
losses of minerals in leafy vegetables are 
usually high. Losses in vegetables as a class 
are not, however, so excessive, as indicated 
by an average reported loss of 19.5 per 
cent of the calcium in seven common vege- 


tables (3). 


The average decrease during cooking in the 
ash content of five common vegetables has 
been found to approximate 37 per cent (4). 


While the extent of mineral loss during 
ordinary home cooking methods will vary 
with the particular element under consider- 
ation as well as the food in which it is con- 
tained, sufficient evidence is at hand to in- 
dicate that such losses may be considerable. 
It is further apparent that discarding the 
cooking water—the usual home practice— 
entails a loss of valuable, essential mineral 
components of food. 


Modern practice in commercial canning 
goes far in preventing these solution losses 
of minerals. Canned foods are cooked by the 
heat process accorded them while still con- 
tained within the hermetically sealed can. 
A minimum of water is used which also 
remains within the can, conserving for the 
consumer’s use those extractable essential 
mineral elements which may be lost to the 
cooking water during home preparation of 
market varieties of foods. 


AMERICAN CAN COMPANY 
230 Park Avenue, New York City 


(1) 1936 J. Nutrition 11, 55. 


(2) 1936 J. Home Econ. 28, 18. 
1925 ‘Ibid, 17, 265 


(3) 1935 J. Home Econ. 27, 376 
(4) 1917 “Amer. J. Dis. Chila, 14, 34 
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CONSERVATION OF ESSENTIAL ELEMENTS IN 


This is the twentieth in a series of monthly articles, which will summar- 
ize, for your convenience, the conclusions about canned foods which au- 
thorities in nutritional research have reached. We want to make this 
series valuable to you, and so we ask your help. Will you tell us on a 
post card addressed to the American Can Company, New York, N. Y., 
what phases of canned foods knowledge are of greatest interest to you? 
Your suggestions will determine the subject matter of future articles. 
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S/NUS/TIS 


Diagnostic Pain Areas in Sinus Infections. 


The Nichols Nasal Syphon will frequently assist in 
maintaining drainage of the sinus cavities not direct- 
ly involved to such an extent that the spread of the 
infection may be prevented. 


KNOW THE VALUE OF 


NASAL SYPHON 


In Osteopathic 
Treatment 


A prominent osteopathic physician writes, “During 
the past three and one-half years I have had more 
than fifty cases of infection or abscessed conditions 
of the sinuses and with the exception of one case, 
which was operated upon, the use of your syphon 
combined with osteopathic treatment, diet, and hy- 
drotherapy has relieved every case and I give a 
large amount of credit to your nasal syphon.” 


The NICHOLS NASAL SYPHON is designed to 
cleanse and drain the nasal cavities, in a safe, simple, 
and practical manner in the hands of the patient at 
home. The NICHOLS NASAL SYPHON has 
proved in actual use by osteopathic physicians to be 
the only logical and rational adjunct in the treatment 
of nasal conditions. 


KNOW THE FULL VALUE OF THE NICHOLS 
NASAL SYPHON by taking advantage of this 
special offer—a regular $5.00 Nichols Nasal Syphon 
for $2.00, if you use the coupon below. 
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In Sinus Infections 


Effect Prompt Relief 
‘x NICHOLS NASAL SYPHON 


A Simple, Safe, Scientific Method of Cleans- 
ing and Draining the Nasal Cavities 


Periodic drainage and cleansing of the mucosa of the nose is 
indicated in osteopathic treatment of conditions arising in and 
about the nasal cavities. NICHOLS NASAL SYPHON is 
not only effective when infectious processes have irritated the 
mucosa, but it also provides practical drainage and cleansing, 
utilizing the principle of syphonage so that the patient can 
supplement your treatment at home. 


The relief experienced by the patient makes him willing to 
use the device at home as directed by you, and you have the 
confidence, resulting from the simplicity of the device, that it 
will materially aid as an adjunct to your office procedure in 
the alleviation of many conditions. 


For over twenty years, the Nichols Nasal Syphon has been 
used and prescribed by leading specialists and general prac- 
titioners—and we have thousands of letters in our files be- 
speaking of the great value of this device. 


NICHOLS SYPHON 
POWDER 


Nichols Syphon Powder is recommend- 
ed for use with the Nichols Nasal 
Syphon. It is the ONLY powder that 
can be used with full confidence when 
Syphonage Therapy is employed. 


SPECIAL INTRODUCTORY OFFER 


Regularly $5.00 Nichols Nasal Syphon 


comes to you at only 0 0 
Take advantage of this special offer—a $ + 
complete 


Nichols Nasal Syphon, regularly selling at 

$5.00 available to you at $2.00—if you use 

the coupon below. This offer is limited ; 

to physicians who have not taken advantage of this offer 
before. 


This Coupon Brings You A NICHOLS NASAL SYPHON for only $2.00 


NICHOLS NASAL SYPHON INC. J-1-37 
144 East 34th Street, New York ; 
Yes, I am taking advantage of your special offer. 
(10 Check, Money Order, Cash is enclosed. 
Send C.O.D. 
1 Nichols Nasal Syphon at $2.00 (regular price $5.00)—and be sure to send me 
FREE sample of Nichols Syphon Powder. 
0 Send additional information. 
D.O. 


Address City 


State 


CHRONIC 
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SINUSITIS 
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ACUTE 
A CHRONIC 
SPHENOIDAL 
SINUSITIS 
MAX/LLAR 
‘ 
NICHOL 
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the lymphatic system of the entire throat 


is involved, as the tonsils themselves 


are an important unit of this system. - 


Tre stimulation of this capillary 


net-work with generous applications of 


over the entire neck, is frequently all the local 
treatment that is required to remove the toxic 
products and thus relieve the discomfort and 


reduce the inflammation almost immediately. 


Generous clinical supply and descriptive 
literature on request from: 


THE DENVER CHEMICAL MANUFACTURING CO. 
163 VARICK STREET - NEW YORK, N.Y. 
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Toronto. Ont 


scibbutors: 
Distr! Ltd. 


: 
¥ 
A Quarter of a Million 
Prescription® | 
At least 4 quartet of a million prescription® are written 
each yeat speciftyiné sugarless Peptenzyme Elixir a5 
the yenicle- No other menstruum is SO populat pecause 
no othet menstruum so successfully camouflage® ob- 
jectionable odors and tastes Moreove™ Peptenzyme 
digestive properties speed absorptio™ and prevent any 
tendency toward nausea. It is compatible with all 
pharmacopoeia) drugs: Make it your custom to write 
Elixit Peptenzyme ad. in every prescription con- 
taining fluids. 
THE IDEAL MENSTRUUM 
REED & CARNRIC 
Jersey City, J., Ue S A. Canad 
Canadie® Distributors British 
w, LLOYD wood, COATES 
64 Gerrard Street. E. 94, Clerkenwell Ros 
Toronto: Londo®. 
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When free ventilation is needed to 
keep the nasal tract clear, the use of 
Penetro Nose Drops is suggested as an 
adjunct to your treatment. Instruct the 
patient to apply with the head tilted far 
back; then to lean forward with the head 
between the knees. Applied in this man- 
ner, Penetro Nose Drops with their per- 
fectly balanced medication tend to reduce 
swelling of the turbinate bodies and to 
promote adequate aeration. 


R. E: Travers, D. 0. 

c/o St. J Laboratories 
Memphis, Tennessee — 
Please have my d ist deliver to me without 
charge samples of Penetro Nose Drops for 
clinical tests. 


Druggist 

Street Add 

City. State 
Doctor. 

Street Address. 

City. State 


PENETRO 
NOSE DROPS 


MADE BY THE MAKERS OF PENETRO : 


NORWOOD 


IMPROVED RECTAL and 
VAGINAL HEAT APPLICATORS 


Used upon all forms of Elliott or improvised 
heating units. 


Only Rectal Applicator with non-collapsible 
tube for relief from gases in treatment of 
Procidentia, stricture, control of rectal hemor- 
rhage, and in applying heat to pelvis—Technics 
furnished. 


Our Vaginal Applicators are easily inserted and 
comfortable while heat and pressure are 
administered. 


Rectal Applicator 
Vaginal Applicator 
Rubber Bags, per dozen 


Office and Bedside Apparatus for applying heat and pres- 
sure in the treatment of pelvic diseases and colon 
irrigation. Ask for literature and prices. 


NORWOOD MEG. CO. 


Mineral Wells, Texas 
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| OF HEAD COLDS 
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McIntosh, the pioneer man- 
ufacturer of Physical Ther- 
apy Equipment, offers the 
Hogan Jr. Brevatherm—a 
short-wave diathermy unit of 
real efficiency at a very low 
price—within the reach of 
every physician. You need 
not hesitate to equip your- 
self effectively. This unit is 
built to a high standard of 
excellence and is adequate 
for every-day needs in aver- 
age practice. The barrier 
of high price for high quality 
and efficiency is removed 
with the advent of this 


The Hogan Jr. Brevatherm 


Short-Wave Diathermy Unit 


HOGAN JR. BREVATHERM 


It Is Portable! 


Here is real portability! The 


FOR MEDICAL APPLICA- 
TIONS: This unit is designed 
for ample tissue-heating of local 
and sectional body areas at 
therapeutic intensities. In routine 
office procedures it suffices for 
every ordinary need. 

FOR ELECTRO-SURGERY: The 
tissue-cutting, coagulation and 
desiccation currents of this unit 
are very efficient and well-con- 
trolled for minor office surgery. 
LET US TELL you more about 
it and our easy payment plan 
at very low financing cost. 


apparatus. unit weighs only 30 pounds. 
Gentlemen A.O.A, 1-37 
Why Not Investigate Now? Tell me more about the Hogan Jr. Brevatherm 
and your easy deferred payment plan. Have your 


McIntosh Electrical Corporation 
235 No. California Avenue Chicago, Illinois 


D.O. 


| representative call. 


This G astro-] ntestinal-D emulcent (GID) accom- 
plishes its detoxification in two ways: 

GID’S natural lubrication, demulcent bulk, and — 
‘mucinous coating of the entire visceral inner wall TT. i 
contents promotes a more complete, regular and — 
er evacuation, thus ending stasis. 
_ GID’S hexuronic acid, like Vitamin “C” combines | 
with or neutralizes many autogenous toxins. Some of | 
these are chemically identifiable, others of undeter- . 
mined molecular form. In their combined or conju-— 
gated form these toxins can be eliminated thro _ 
the urinary tract. Our researches have included < 
fractionation of certain of these a7 oo from the | 


trapped urine of experimental animals 
ministra 


For Professional Samples and Data Write 
EBERLY-WILLIAMS CO., 725 Junior Terrace, Chic 
AS ADJUVANT THERAPY, BILIOUSNESS, 
STASIS, COLITIS, SOURNESS, 
_ HYPERACIDITY INDICATE 


GRANULES 


Granules suppl y vitamins and detoxicating hexuronic acids in pleasant health food forms, hae 
NO DRUGS — = this health food is sound osteopathic practice: harmless and corrective. 


ONLY ONLY 
$186: $186: 
f.0.b. Chicago f.0.b. Chicago 
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Make Your Own Hemoglobin 
Blood Tests easily with the 


SAHLI ADAMS 
HEMOMETER 


Keep Contact With Your Patient! 


Why send your patient to a laboratory, or a pathologist 
when you can make your own Hemoglobin blood tests so 
easily . . . simply follow directions with the Sahli Adams 
Hemometer. 


THE ADVANTAGES OF A 
SAHLI ADAMS HEMOMETER 


Increase your practice with new services and new patients. 
You build additional prestige. You save time with your 
diagnoses. And the entire test is completed in the few 
minutes your patient dresses. 


COMPLETE — READY FOR USE! 


The Sahli Adams Hemometer illustrated (double standard) 
is the last word in compact ane, It has a bakelite — 
with a wide base for stability. The two non-fade glass ro 
standards assure permanent accuracy. The double graduated 
lass tube a readings directly in grams Hemoglobin per 
00 cc of blood. Complete outfit with all accessories as 
shown in the illustration, even so far as including the hydro- 
chloric acid soluti he complete outfit is ready for use 
—snugly fitted in a case that can slip into your pocket. 


SPECIAL OFFER — $9.00 — 


In cooperation with our dealer distributors, we are offerin 
the genuine Sahli Adams Hemometer at the special price o 
$9.00. If your dealer cannot supply you, fill out the order 
below. e will send you one prepaid with a money back 


guarantee. Try + « « use it for 10 days .. . if you are 
not entirely satisfied, return it and we will immediately 
refund your money. 


CLAY-ADAMS CO., INC. 
25 E. 26th St. 
New York, N. Y. 


Gentlemen: 


Enclosed find a check (or money order) for $9.00. 
Send me, prepaid, a Genuine Sahli Adams He- 

ays, am not entirely satisfied, | reserve the 
THIS | ri if to return it and you will refund my money. 


®@ For first aid relief of minor acci- 
dents to muscles, Absorbine Jr. is 
one of America’s oldest and most 
respected proprietaries. Wrenches, 
sprains, bruises, muscular soreness 
and swelling gratefully respond to 
its soothing, relieving kindness. 
Also effective for Athlete’s Foot. 
We shall gladly send you a profes- 
sional sized bottle without obliga- 
tion, upon request. W. F. Young, 
Inc., 399 Lyman St., Springfield, 
Mass. 


ABSORBINE JR. 
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SEND 


COUPON 


for Your Samples 
and Literature 
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The Longer Lasting Antacid 


1. As an antacid, Ludozan neutralizes excessive stomach acid. Its 
prolonged action does not induce alkalosis with its resultant swing- 
back to hyperacidity. It does not interfere with digestive processes, 
cause diarrhea or constipation. 


2. As a protective, Ludozan provides a film-like coating of silicic 
acid gel which shields the tender gastric mucosa from mechanical irri- 
tation. Healing processes may then occur in a natural way. 


Composition — Ludozan is an insoluble aluminium silicate containing 
about 12% of soluble sodium silicate. For more stubborn cases of hyper- 
acidity and gastric ulcer, Ludozan with Belladonna (containing 0.5% 
Belladonna) is suggested. 


Convenient — Uniform... There are 21 separate, plain white prescrip- 
tion envelopes to a can of Ludozan (and Ludozan with Belladonna). 
Each paper contains a uniform dose of 1 teaspoonful. 


SCHERING CORPORATION 


literature to — 


Gentlemen: Please send my 
sample of Ludozan and 


BLOOMFIELD . NEW JERSEY 
*Reg. U. S. Pat. Of. © 1936, 8. C. Bifd. N, J 
SCHERING CORPORATION, Bloomfield, New Jersey JAO-1 
City. State WZ 
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Balance 


All physicians know 


that both local and 
general anaesthesias tend to lower 
the alkali reserve of their patients. 


BiSoDoL constitutes an ideal pre- 
and post-anaesthesia medication for 


the restoration of alkaline balance. 


THE BiSoDoL COMPANY 
New Haven, Conn. 
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Made inTwo Forms: BiSoDoL Powder BiSoDoL Mints 
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IN CONGENITAL CONSTIPATION 


The regular use of salines is suggested in cases of 


constipation due to congenital hypoplasia of the 


intestinal musculature. The safety of the salines 


makes them particularly adaptable, as administra- 


tion in such cases is usually prolonged. 


acts gently, yet thoroughly, in help- 
ing to rid the intestines of harmful 
waste by mild osmosis, diminished 
absorption and increased peristalsis. 
It provides natural mineral salts de- 
signed to conserve and replenish 
the body’s alkaline stores ... to help 
build resistance and promote gen- 
eral health improvement. 


New experimental evidence indi- 


cates that Sal Hepatica stimulates 
an increased rate of bile flow from 
the liver into the gall bladder and 
thence into the duodenum. 


The action of Sal Hepatica can be 
likened to that of well-known 
natural mineral spring waters. Its 
exuberant effervescence assures pal-~ 
atability ... Samples and literature 
to physicians upon request. 


tal Hepatica Flushes the Intestinal Tract 
and Aids Nature to Combat Acidity 


BRISTOL-MYERS CO. 
INTERNATIONAL BLDG. 
NEW YORK, N. Y. 
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cAnnouncing 
ANEW SERVICETO. 
Osteopathic Physicians 


through an original organization supplying — 
products specially prepared for use intherapy 
adjunctive to the practice of Osteopathy. — 


ADJUVANT SPECIALTIES COMPANY 
SERVING OSTEOPATHY EXCLUSIVELY 


Presents 
ADJUDOL—for constipation... 
An original emulsion of 65% mineral oil cpntaining 
20° agar-agar gel plus the carminative value of 
oil peppermint. 


A safe analgesic recommended as adjunctive ther. 
apy in the relief of pain due to headaches, colds, 


neuralgia, and rheumatism. 

ADJUVITOL—for vitamin deficiencies . nee 
A stable combination of the oil soluble vitomins A, 
D, and E., compressed in easily ingested pearls. — 


ADJUVOIDS—for hemorrhoids . . 4 
Effective suppositories to control rectal pain, re- 
strict bleeding, and allay inflammation. Supplied 

_ in the approved torpedo-like shape. 


ADJUFERON—for anemia .. . 
Hematinic tablets containing food iron in the form 
of ferrous sulphate plus concentrated yeast. (Vitamins 
G). Easily assimilated economical. 


ADJUVACARB—for hyperacidity... 
A clinically tested antacid powder for use as ad- 
junctive therapy in the treatment of hyperacidity, gas 
cramps, and the restoration of alkaline balance. 


ADJUVANT SPECIALTIES are distinctive preparations of highest 
pharmaceutical excellence sold through Agency Pharmacies rec- 
ommended to us by Osteopathic Physicians ...The Osteopathic 
Physician who prescribes Adjuvant Specialties is never embarrass- 
ed by having his patients tell him that a non-Osteopathic practitioner 
had previously prescribed the same product. Make Adjuvant Spe- 
cialties available for your practice by mailing this coupon today. 

ADJUVANT SPECIALTIES COMPANY, 

111 Academy Street, Jersey City, New Jersey 


Gentlemen: Send additional information concerning your products. 
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NON-NARCOTIC 


NON-TOXIC 

Satisfied Physicians 
are using Gan-Aiden 
daily. 


ONCE USED... 
ALWAYS PREFERRED 


Not to be injected 
hypodermically 


MOST POWERFUL LOCAL 
OPEN ANAESTHETIC FOR MINOR 
SURGERY... 


To be used on all mucous membranes 


a 4 of the body and mouth. 
*QUICKER ACTION 
Lit *DEEPER ANAESTHESIA 
and samples Our files contain thousands of un- 
evellable solicited letters from members of 


: the Medical and Dental Professi 
request lauding supeste nity TO 


ORDER NOW —from your nearest 
Surgical Supply House, or write 
FANTAZN LABORATORIES 
1651 COSMO ST. + HOLLYWOOD, CALIF. 


mt STORM 
Binder and Abdominal Supporter 


Gives perfect uplift. 
Light, comfortable, dur- 
able. Made of cotton, 
linen or silk. Washable 
as underwear. “Type A” 
has thigh straps; “Type 
N,” garters. No two are 
alike; every one is made 
for the patient who is to 
wear it. 


For general support in 
Pregnancy, Visceropto- 


(Picture Shows Type N) sis, Obesity, etc. For 

special support in Her- 

nia, Sacro-Iliac needs, etc., and for Post Operative 
support of incisions. 


Ask for Literature 
KATHERINE L. STORM, M.D. 
Originator, Owner and Maker 
1701 Diamond Street Philadelphia 
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RELIEVES STRAIN .. PROVIDES EXERCISE 
®@ The Main Spring Arch is not a rigid prop. Its 
resilience supplies two vital supplements to your 


treatment: 1. It provides steady, even support of 


= 


sagging arches. 2. It gives under body weight, 
allowing natural exercise of foot muscles. 


Walk-Over Prescription Shoes with the Main 
Spring Arch are successfully used for all common 
foot lesions. 


= 
= 
= 
= 
= 
=e 
=e 
= 
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S 
S 


Send the coupon for your manual describ- 
ing the 16 basic lasts and their uses. 


oad, 
nark ansole- 3- Sprine 
Check fit: 2° ci 
ne welt anside w oat than b? 
ball. 4 proad ase yo widths 
6. 
Arch. 
pinatio® 


\\ 


Foot Health Education Dept. O7 


Geo. E. Keith Company, Campello, Brockton, Mass. 


Prescription Shoes.” 


Please send me your free booklet, “Walk-Over 
Name 

Address 
City 


State 
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PHYSIOLOGIC 
RHYTHMICITY 


Agarol creates no intestinal hurricane, it 
acts in harmony with the gentleness and 
rhythmicity of normal peristalsis. The 
intestinal contents are softened with un- 
absorbable mineral oil, the fecal mass is kept 
pliable and passes out with ease through 
the lubricated channel. There is no excess 
of mineral oil to form lakes and cause 
leakage. There is no “peristaltic rush” with 
Agarol, but its phenolphthalein content af- 
fords adequate stimulation of the intestinal 
musculature to assure thorough, painless 
and limed evacuation... Pleasant taste adds 
to the desirability of Agarol as a therapeutic 
measure in acute and habitual constipation. 
Write for a trial supply on your letterhead. 


AGA 


Bottles of 6, 10 and 16 ounces. Average dose is 
one tablespoonful. 


WAN 
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WILLIAM R. WARNER & CO., INC. 
113 West 18th Street, New York City 
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PATIENTS with PAIN 


in Their MUSCLES 
Are They Securing All | 
the Relief You Can Provide? 


HE pain produced by muscular inflamma- 

tion or congestion may appear to be out of 
all proportion to the etiology producing it, but — 
relief of the distress and discomfort it causes is 
of the utmost importance to harassed patients. 


BET-U-LOL 
has found great favor as a quick-acting and pro- 
longed anodyne. Applied externally, it is pre- 
ferred by physicians since it 


does not interfere with sys- 
temic therapy or dietary 


INDICATIONS 
regimen. It aids in manipu- 
lative treatment, and will not Myalgia 
blister. Arthritis 
Neuritis 
The f{uxtey [ABORATORIES, Inc. Bursitis 
Neuralgia 
17S VARICK ST. Arthralgia 


NEW YORK Athletic Injuries 


THe Best Test Is THE... 
. Cunicat Response 


Here is an opportunity to prove that endotoxic 
infections respond rapidly when treated with 


EDWENIL 


the polyvalent, protein-free, antibacterial agent. The salient points are these: 


(1) The promptness of the response; the defenses are aroused immediately, re- 
sulting in a "shower of antibodies." 


(2) There are no detrimental "reactions'’ nor unpleasant anaphylactic phenomena. 
Edwenil is indicated in all endotoxic bacterial invasions—respiratory infections, such as 
pneumonia, influenza, and colds, septic conditions, such as abscesses, boils, and car- 
buncles; acute specific fevers, such as whooping cough and measles. 


SPICER and COMPANY 
GLENDALE, CALIF. 


| have never used Edwenil. Please send, without cost or 
obligation, sufficient Edwenil to treat one of the infections 
mentioned above. 


| 
P. ©. Box 700 
NEW YORK, N. Y. vpn \ (Print it, please) 
834 Allen Bldg. 316 Pittock Block City State 


> 
ji 
=” 
—— 
| 
| 
a | SPICER and COMPANY, Box 700 Glendaie, Calif. 


18 PLEASE MENTION THE JOURNAL WHEN WRITING TO ADVERTISERS 


$3.50 Retail 


@ The new aluminum No. 46 DeVilbiss Electric Steam 
Vaporizer has many outstanding features: Percolator- 
type heating unit. Medicine chamber separate from water 
chamber. Medication placed on a piece of cotton and 
thrown away after use eliminates cleaning. Insulated base 
protects furniture. Safe—automatic current control pre- 
vents overheating if vaporizer boils dry. Spout constructed 
to prevent throwing drops. For 110 volt A. C. current. 
All these advantages are obtainable for only $3.50. 

@ This new No. 46 is in addition to the popular No. 42 
DeVilbiss Vaporizer. It has been added to the line to meet 
the demand for a lower priced, yet safe and dependable 
vaporizer. The No. 42 of glass and molded plastic is de- 
signed to give maximum service. It insures the greatest 
possible absorption of medicine, and it has every feature 
which makes for convenience and safety. It is priced at 
$5.00. 

@ You can prescribe either of these DeVilbiss Vaporizers 
without hesitation. They are entirely reliable, and are 
the most convenient instruments available for inhalation 
of warm medicated vapor. 


DeVilbiss 


The DeVilbiss Company, 310 Phillips Avenue, Toledo, 
Ohio, headquarters for atomizers and vaporizers 
for professional and home use 
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S AN adjunct to your treatment to promote 

drainage from the chest in relieving the con- 
gestion and discomfort of deep-seated colds, we 
suggest the use of Penetro. 

Used by the physician in connection with his 
treatment and by recommending continued use 
by the patient at home, Penetro tends to prolong 
the benefits of osteopathic treatment. 

Made with mutton suet and containing 113°/, 
to 227% more medication than any other nation- 
ally sold cold salve, Penetro tends to stimulate 
greater blood supply to help dispel congestion 
and bring the patient relief and relaxation. 
Penetro is stainless and snow-white. 


R. E. Travers, D. 0: | 
c/o St. Laboratories 

Memphis, Tennessee | 

Please have my druggist deliver to me without | 


charge samples of Penetro, the salve with old- 
tashioned mutton suet, tor clinical tests. 


Street Address ‘ | 

City. State | 
City. State 


THE SALVE WITH A BASE OF 
OLD FASHIONED MUTTON SUET 


A PRODUCT OF PLOUGH INC., MEMPHIS-NEW YORK 


“a | 

we your TRO 

| | 
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a. type of leukorrhea 1s now definitely known to be 
due to a trichomonas which 1s a prolific cause of vaginitis. 
This trichomonas gives rise to a profuse discharge often attended 
with much discomfort. 


Heretofore the treatment of trichomonas vaginitis has not been 
satisfactory because the remedies available have not eradicated the 
causative microorganism. 


Devegan is a distinct advance in the therapy of this form of leu- 
korrhea. It exerts a specific destructive action upon Trichomonas 
vaginalis. Even in long-standing cases the effect is promptly exerted, 
and without local or systemic reactions. Striking improvement is 
frequently observed after only a few days of treatment. 


Devegan also controls secondary infection due to various patho- 
genic bacteria present in trichomonas vaginitis. Thus it permits the 
reestablishment of the normal acid-producing flora which in turn 
results in the restoration of healthy conditions. 


Detailed literature on request 


DEVEGAN 


Trademark Reg. U S Pat. Off & Canada 


WINTHROP CHEMICAL COMPANY, INC. 


2 Pharmaceuticals of merit for the physician 
NEW YORK, N. Y. WINDSOR, ONT. 
Factories: Rensselaer, N. Y.—Windsor, Ont. 


Supplied in boxes of 25 and 


250 tablets, each containing 
INTHR: 0.25 Gm. of acetylamino- 
bydroxyphenylarsonic acid. 


474M 
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Don’t 
BUY THIS 
PRODUCT 


—TRY FIRST:— 


Try this famous Skin Softener before you buy it. Campana 
wishes you to know, without cost, how extremely high in 
quality—and extremely low in cost—Italian Balm really is! 
It must be especially good to be where it is today—the leading 
skin protector in all of Canada and in thousands of cities 
coast to coast, in the United States. But don’t take Campana’s 
word for it—try a Travel Size Bottle FREE. 


As an osteopath you should be especially interested in using 
Italian Balm to keep your hands soft, smooth and comfortable 
regardless of frequent washing and the use of strong solutions. 
Fill out the coupon and attach to your letterhead. 


Campana’s 


Italian Balm 


THE ORIGINAL SKIN SOFTENER 


“America’s Most Economical Skin Protector” 


R E CAMPANA SALES CO. 
Professional Division OA, 


Batavia, Ill. 
{ Gentlemen: | have never tried Italian Balm. Please send me Travel! 
\ Size bottle FREE and postpaid. ] 
' 
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Attend the 
HERNIA CLINIC 


FLA. 


“Where Summer Spends the Winter" 
FEB. 22 to 27, 1937 


Learn the Technic of 
the Injection Method 


At the above dates, PINA-MESTRE CLINICS, 
Inc., will sponsor a clinic for the teaching of the 
injection method of treating hernia. Every at- 


tending physician will have the opportunity of 
doing actual work under the supervision of med- 
ical men with from five to twenty-five years of 
practice of the injection method. Scores of 
subjects will be available showing every type of 
hernia and its treatment. The charges are nomi- 
nal. For further and complete information write 
to Wythe D. Sims, President, P. O. Box 1178, 
Orlando, Florida. 


PINA-MESTRE CLINICS, Inc. 


Orlando, Fla. 


| 
| 
| 
BASK in THE 
FLORIDA SUNSHINE 
Enjoy the pleasant Summer climate of Flor 
jda’s peautiful Orlando while yo" learn the 
valuable rechnic for 3 practice where your 
first patient will pay all expenses- 
| 
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They Need More Protection in Winter 


= 


at 


bY rt oa with its icy winds and lack of sun- 
shine, carries a challenge to resistance. Much 
of the sickness associated with winter—the common 
cold, whooping cough—is often the result of the 
breakdown of resistance. 

During this time, when exposure is unavoidable, 


the maintenance of good resistance is of paramount 
importance. Added protection by heavier clothing, ‘ 
waterproof overshoes, and a reinforced diet, are es- Taken as a hot drink, 
factors in resistance. OVALTINE is palata- 

VALTINE is a valuable adjunct to the diet during : : 
the winter. Made according to directions, it ble, easily digested, 
reinforces the diet with nourishing food in an easily and contributes 
digested and rapidly available form. It supplements substantially to the 
the diet with protective food elements—vitamins and maintenance of re- 
minerals. And to compensate for winter’s sunless 
days, it furnishes a rich supply of vitamin D.* sistance to winter ills 


*The natural vitamin D content of OvaLTInE is supplemented and 


standardized by the use of the Steenbock Irradiation Process. 


Try OVALTINE couany 
This Winter 180 North Michigan Avenue, Chicago, I!I. Dept. A.O.A.1 


Please send me, without charge, a regular size package of OVALTINE. Evidence of my prof: I ding 1s enclosed 


Order it for patients who 


need to increase resistance 

ailments. Fillin coupon 

Canadian subscribers should address coupons to A. Wander, Ltd., El d Park, Peterb h, Ont 
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‘hen therapeutic value of iron 
is directly proportional to the ease with 
which ferrous ions are liberated. Recent 
experiments have shown the ferrous salts 
to be the most effective in the treatment 
of anemias because they are more rapidly 
assimilated, require smaller doses and are 
more economical than other forms of iron 
now in use. An effective form of ferrous 
iron is available in Hematinic Plastules .. . 
Actual tests reveal that the absorption of 
ferrous sulphate in Hematinic Plastules is 
four to five times greater than that of fer- 
ric ammonium citrate, 15 times greater 


IRON 


than that of reduced iron, and is more 
readily adaptable to metabolism in the 
human body. Three Hematinic Plastules 
Plain provide the average patient with an 
adequate daily dose of iron to show a 
marked increase in hemoglobin. . . . Hema- 
tinic Plastules provide ferrous sulphate and 
vitamins B and G in an edible oil in the 
form of a semi-fluid mass, enclosed in solu- 
ble gelatin capsules which quickly dissolve 
in the stomach. . . . Hematinic Plastules 
are available in two types—Plain and with 
Liver Extract. 


Send for Samples and Literature 


THE BOVININE COMPANY 


@ CHICAGO, ILLINOIS 
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Symposium on the Heart Failures of Middle Life* 
Statistical Review and Social Aspects 


RALPH L. FISCHER, D.O., M.Sc. (Ost.) 


Professor of Practice of Osteopathy and Clinical Osteopathy 
Philadelphia College of Osteopathy 


It is the plan of this symposium to review briefly 
the conditions of the heart and blood vessels that may 
result in circulatory failure in middle life. 

From the social aspect, sudden death from heart 
failure occupies the first position among circumstances 
which remove persons from their work. Such a catas- 
trophe often leaves the victim’s family in want or his 
business in a precarious condition. 

Cardiac invalidism occupies the second position. 
It ofttimes requires economic and psychological ad- 
justments. In this exigency, the physician must be 
able to recognize the clinical criteria of the under- 
lying cardiovascular pathologies, in order to deter- 
mine the amount of energy which may be expended 
safely in the pursuit of a livelihood. 

The incidence of the various types of cardiovas- 
cular disease which may lead to circulatory failure 
in middle life is pertinent. The records of 1,200 recent 
cases of persons between 35 and 55 years of age ad- 
mitted to the outpatient department of the Philadel- 
phia College of Osteopathy, show that heart conditions 
occurred in 159, or 13 per cent. One hundred and 
eleven or 9.25 per cent of the 1,200 patients suffered 
from myocardial disease, thirty-eight or 3 per cent 
from aortic pathology, nine or less than 1 per cent 
from valvular defects and but one or less than .1 per 
cent from coronary disease. (Table No. 1). 


In the same series of cases, malignancy occurred 
in sixty-six or 5.5 per cent, pulmonary tuberculosis in 
twenty-four or 2 per cent and kidney disease in four- 
teen or 1 per cent, the combined percentage being 8.5. 
It is apparent that in the middle period of life, cardiac 
pathology is found fifty per cent more often than the 
three common diseases named above. (Table No. 2). 


The occurrence of only one case of coronary 
disease among 1,200 outpatients may be explained by 
the social status of the clinic patients in whom the 
incidence of coronary disease is much less than in 
private practice. It is significant that among 200 
admissions to the inpatient department (Philadel- 
phia Osteopathic Hospital), there were eleven in- 
stances of coronary disease. This is more than 5 per 
cent of hospital clinic patients. When it is consid- 


*Delivered by members of the faculty of the Philadelphia College 
of Osteopathy at the Fortieth A.O.A. convention at New York, 1936. 


ered that a majority of the 200 admissions were for 
tonsillectomy or other minor procedures, the 5 per 
cent of the total represents a very conservative esti- 
mate of the statistical importance of coronary dis- 
ease in middle life. 
FOUR TYPES OF FAILURE 

When the cardiovascular failures of middle life 
are studied critically, four groups may be classified 
clinically: first, congestive failure (the result of val- 
vular defects or intrinsic myocardial disease) ; second, 
aortic pathology (causing left ventricular failure) ; 
third, coronary occlusions; and fourth, arteriosclerosis 
and cerebral apoplexy. Though the principles of ther- 
apy are directed toward establishing adequate periph- 
eral circulation in all cases, our considerations here 
are divided in such a way that the practical points of 
each group will be emphasized, in order that the physi- 
cian may promptly identify the circulatory defect and 
direct his management accordingly. 

PROGNOSIS 

Though the sudden, severe attack of heart dis- 
ease is more dramatic, the gradually failing heart is 
the more common. It is important to review the prog- 
noses of heart failures based on the general type of 
pathology. In coronary and cerebral vascular disease, 
a sudden and fatal outcome may be expected, there- 
fore, steps should be taken to lessen the danger. Death 
in either case is brought about by the obstruction of 


TABLE No. 1 


INCIDENCE OF CARDIOVASCULAR DISEASE IN 1200 CASES 
AGES, 35 TO 55 YEARS 


Outpatient Department Philadelphia College of Osteopathy 


CLASSIFICATIO PER- 

S N NUMBER CENTAGE 

Myocardial Disease lll 9.25 t 

Aortic Pathology 38 3 

Valvular Defects 9 1s per cent 

Coronary Disease 1 .l per cent 
TOTAL 159 13.4 per cent 
TABLE No. 2 


RELATIVE INCIDENCE OF CARDIOVASCULAR DISEASE 
TO OTHER COMMON CAUSES OF DEATH IN 1200 CASES 
35 TO 55 YEARS OF AGE 


Outpatient Department Philadelphia College of Osteopathy 


IFI PER- TOTAL PER- 
CLASSIFICATION NUMBER CENTAGE CENTAGE 
Malignancy 66 5.5 

Pulmonary Tuberculosis 24 oe 

Kidney Disease 14 1% 8.5% 
Cardiovascular Disease 159 13+ % 13+ % 
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the flow of blood to tissues necessary to life. Similar 


severity of early symptomatology may be en- 


countered in aortic disease, the result of failure of 
the left ventricle. In left heart failure, there may be 
a sudden peripheral demand greater than the left 
heart can accommodate. On the other hand, in con- 
gestive heart failure, automatic defensive mechan- 
isms are started in the various organs and in the 
vascular tree, which prevent sudden circulatory 
emergencies arising from cardiac pathology. 


This mechanism can best be exemplified by the 
pathological physiology accompanying a mitral valvu- 
lar defect. The increasing circulatory load is first 
relieved, in this process, by the large vascular bed 
in the lung. While it is true that pulmonary and bron- 
chial congestion result in cough and hemoptysis, this 
safety valve or compensatory mechanism arising in 
mitral stenosis or insufficiency prevents sudden death. 
However, when this mechanism can no longer accom- 
modate itself to greater demands as the pathology 
increases, the burden is thrown upon the right ven- 
tricle, which furnishes a second barrier to immediate 
imbalance, by increasing in size. When it fails, the 
result is hepatic congestion, with digestive involve- 
ment. These patients, then, do not die suddenly, and 
may best be appraised as to symptomatic diagnosis, 
on a basis of respiratory or digestive complaints. In 
many of them, clinical progress or retrogression is 
most accurately determined by percussion and palpa- 
tion of the liver, or study of the lung fields. 


MANAGEMENT 
The management of each case 1s individual and 
must be based upon the physiopathologic alterations 
handicapping the patient. The American Heart Asso- 
ciation has classified persons suffering with organic 
heart disease into three groups. 


Class I comprises patients with organic disease 
but able to carry on ordinary physical activity. Among 
these are few in whom a sudden exitus may be antici- 
pated. They may be observed from time to time, and 
reclassified as circumstances require. The prognosis 
under osteopathic management is very favorable; 
there is no measure more effective in the preserva- 
tion of myocardial nutrition and tone. 


In Class II, a critical analysis as to the amount 
of work the patient is capable of, is essential in the 
restriction of activity and in the establishment of 
manipulative procedures to be used. Caution is the 
watchword, for some of these patients may die as a 
result of too great enthusiasm in treatment, work, or 
play. Again, however, the agency most efficient in 
maintaining myocardial function is spinal osteopathic 
treatment. No drug has proved efficient for more 
than temporary effect, and none is curative. 


Class III is the most severe and most important; 
in it are found the patients who are unable to carry 
on any physical activity. It includes those who must 
be observed frequently and guided carefully. Here, 
the osteopathic physician is confronted with the 
necessity for critical appraisal of pathology and patho- 
logical physiology. It must be kept in mind constantly 
that spinal treatment uses some of the patient’s energy 
and his cardiac reserve. The limitations of each case 
must be studied on an individual basis, and the manip- 
ulative procedures applied in a manner which is con- 
ducive to effectiveness, yet with a minimum pull upon 
the patient’s vitality. 
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There can be no routine in the care of the dis- 
eases leading to heart failure in middle life. Each 
patient, and each event in his disease must be ana- 
lyzed on a basis of pathology, physiology, clinical 
diagnosis, and principles of treatment. Rest and diet, 
as well as agencies for the relief of dyspnea and pain, 
such as oxygen inhalations and short-wave diathermy 
constitute some of the necessary adjuncts of manipu- 
lative therapy. The essential fundamentals of the 
— factors will be discussed in the papers to 
ollow. 
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Certain Pathologies Responsible 
for Heart Failures in Middle Life 


OTTERBEIN DRESSLER, D.O., M.Sc. (Ost.) 
Professor of Pathology, Philadelphia College of Osteopathy 


In introducing this paper on the pathology of the 
lesions to be discussed in this symposium, I feel that 
it is only fair to state that no attempt has been made 
at completeness, and that etiology and pathogenesis 
particularly have been slighted in the interest of con- 
servation of space. 


Chronic mitral disease has its origin in acute 
simple endocarditis. The lesions of this process are 
located on the surface of the mitral curtain exposed 
directly to the flow of blood and are about 2 mm. be- 
hind the free edge although they may spread onto the 
chordae tendineae. Healing of these lesions brings 
about cicatricial contraction of the valve flap and 
sometimes of the chordae tendineae, deforming the 
mitral orifice. These changes are spoken of as chronic 
endocarditis of the mitral valve or chronic mitral val- 
vulitis. The deforming processes may consist of direct 
shortening of the curtain, the flap may curl upon itself, 
the chordae tendineae may be shortened preventing 
closure, or the flaps may become adherent to each 
other. Any or all of these changes may be present in 
combinations. 


In mitral insufficiency, sclerotic and cicatricial 
changes occur in the mitral curtain so that the mitral 
orifice is incompletely closed in systole. These de- 
forming processes follow the general plan detailed 
above. The curtain is thickened along the free margin 
or just behind this portion, it curls upon itself and the 
chordae tendineae are shortened to prevent closure. 
In other instances, previous ulcerative processes may 
have destroyed the chordae tendineae and portions of 
the valve flap. In some cases the mitral curtain may 
have been penetrated by such ulcerative disease. 


The insufficient mitral curtain allows blood to be 
thrown back into the left atrium in ventricular systole. 
The atrium dilates and must hypertrophy to perform 
the added work. Some back pressure occurs into the 
pulmonary circulation, raising its pressure, a factor in 
the production of pulmonary arteriosclerosis. The 
right ventricle must hypertrophy to maintain the pul- 
monary circulation at increased tension. If the right 
ventricle is unable to provide for this added work, 
decompensation takes place with back pressure into 
the peripheral venous circulation. Such decompensa- 
tion is marked by intense passive hyperemia of the 
liver producing the nutmeg liver, congestion of the 
spleen with cyanotic induration, and a generalized 
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anasarca with marked tendency to the production of 
massive ascites. 


Mitral stenosis develops in much the same man- 
ner as mitral insufficiency. It is a progressive scleros- 
ing process induced by spread of the initial process 
of fibrosis. The margins of the curtain may become 
adherent and the dense fibrotic valve assume a “puck- 
ered” appearance. With contraction of the chordae 
tendineae and the fibrotic papillary muscles, the mitral 
orifice assumes a “funnel shape.” In the “button hole” 
stenosis, the thickened fibrous curtain produces a 
transverse diaphragm between the atrium and ven- 
tricle with a transverse slit. 


The problem in mitral stenosis is to empty the 
left atrium. In order to accomplish this, hypertrophy 
of the atrium occurs early. Back pressure into the 
pulmonary circulation is also an early problem. As 
noted in mitral insufficiency, the key to compensation 
lies in the myocardium of the right ventricle; when 
it fails, decompensation occurs. Chronic congestion 
of the bronchi and lungs, constituting “brown indura- 
tion” of the lungs, and pleural effusions are common 
in this lesion. 


At this point it is well to note that from the stand- 
point of the pathologist a purely stenotic or a purely 
insufficient lesion of a heart valve is rare. It will be 
remembered that heart valves open and close by float- 
ing in the blood stream by virtue of their flexibility. 
In chronic endocarditis where the valves are fibrotic, 
they invariably offer some resistance to the flow of 
blood; therefore, all are in some measure stenotic. 
In like manner, the deformed valves are unable to 
close the orifices completely so that all are in some 
measure incompetent. The terms “stenosis” and “in- 
sufficiency” should be interpreted as meaning that one 
or the other mechanism predominates in a given lesion. 


Arrhythmias are relatively common during the 
course of chronic endocarditis and are the result, at 
least in part, of involvement of the auriculoventricular 
bundle of His in the sclerotic process. The bundle 
passes down the interventricular septum in relation- 
ship to the mitral curtain and the aortic valves. The 
scar of chronic endocarditis grows and in some in- 
stances may extend through the bundle. 


Chronic lesions of the aortic valve are in some 
ways similar to those in the mitral curtain. There 
are, however, several important differences. The ar- 
rangement of the valve as cusps instead of as a cur- 
tain, and the lack of chordae tendineae make these 
lesions mechanically different. The liability of the 
aortic valve to changes coincidental to, or as a part 
of, syphilitic aortitis and the reported frequency of 
atherosclerotic changes in the aortic cusps makes the 
etiology different. 


In aortic insufficiency, the aortic cusps are unable 
to close the aortic orifice adequately in diastole. Such 
a defect may be produced by sclerotic deformity of 
the valve cusps with curling of the cusps upon them- 
selves. In syphilitic aortitis, there is the added factor 
of separation of the cusps at their commissural junc- 
tions which allows leakage. Less frequently, aortic 
regurgitation results from rupture or perforation of 
the valve cusps. 


The burden in aortic regurgitation falls upon the 
left ventricle which must expel, in each systole, its 
normal quota of blood plus what has regurgitated 
during diastole. Compensation is maintained by left 


ventricular hypertrophy which in this lesion may be 
enormous, constituting “cor bovinum.” Along with 
hypertrophy, there is some dilatation, since the ven- 
tricle now must accommodate its usual quota of blood 
plus the amount regurgitated during diastole. During 
systole, the increased volume of blood is driven into the 
aorta with great force by the hypertrophied left ven- 
tricle; during diastole the aortic pressure drops sud- 
denly due to the regurgitation. This intermittent flow 
of blood, characterized as Corrigan’s “water-hammer 
pulse,” has a profound effect on the coronary system, 
bringing about exhaustion, 


Aortic stenosis is the rarest left side valvular 
lesion of the heart, occurring only 48 times in Norris’ 
series of 9,940 cardiac cases at autopsy. Considering 
the pathogenesis of syphilis, we do not believe that 
syphilis ever does or can produce aortic stenosis. 
Atheromatous degeneration and changes secondary to 
acute simple endocarditis are the probable etiological 
factors. The valve cusps become thickened and stiff, 
and may fuse along their free margins, producing ob- 
struction to the emptying of the left ventricle. The 
problem in this lesion is to empty the left ventricle 
past this obstruction. This results in the most com- 
mon form of concentric hypertrophy of the left ven- 
tricle in which the cavity of the ventricle is approxi- 
mately normal in size but the myocardium is greatly 
thickened. Only as decompensation takes place does 
appreciable dilatation occur. It is obvious that the key 
to compensation in this lesion is the nutrition and 
integrity of the left ventricle. 


It will be observed that the integrity of the myo- 
cardium dominates the problems of chronic valvular 
disease. Exhaustion of the myocardium in these proc- 
esses is, therefore, an important factor in that great 
group of conditions referred to as myocardial degen- 
eration and myocardial failure. Disturbances of nutri- 
tion by vascular disease of the coronary system is also 
an important factor in this respect and is referred to 
later. Lastly, there is that vague category of so-called 
chronic myocarditis, the lesions of which are not in- 
flammatory at all but rather degenerative in type. 
Metabolic disturbances and particularly a sedentary 
life have much to do with this group of pathologies. 
Pathologically, “brown atrophy” is an important 
change. 


Because of the intimate relationship of the aorta 
to the heart, its diseases must be considered as factors 
in the heart failures of middle life. It is proper to 
place syphilitic aortitis as the first lesion. Warthin is 
quoted as saying that all syphilitics will show some 
lesions of the aorta. Certainly, it is one of the com- 
monest and most characteristic lesions. of syphilis. 
The peak age incidence is 30 to 55 years. The ascend- 
ing limb and aortic arch chiefly are involved. The 
localization of these lesions is explained on the basis 
of unusual abundance of lymphatics in the adventitia 
of this area, the organism gaining its entrance by that 
route. 


The lesions of syphilitic aortitis begin a few 
inches above the aortic valves and progress up and 
down. Sooner or later the aortic valves are involved 
as noted previously. They progress distally, but al- 
most never reach the abdominal aorta. The interior 
of the aorta presents an appearance resembling the 
bark of a tree. There are longitudinal ridges with 
intervening furrows. These changes have an abrupt 
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termination usually in the thoracic aorta. The essen- 
tial lesion progresses about the lymphatics from the 
adventitia into the media, weakening the latter struc- 
ture even to the point of necrotic mesaortitis and 
weakening of the arterial wall. The intimal changes 
are hyperplastic and compensatory to the medial weak- 
ening. The aorta dilates to bring about the separation 
of the aortic cusps noted under aortic insufficiency. 
The longitudinal furrows may obstruct the mouths of 
the coronary arteries. 


The weakening of the media by syphilis also ex- 
plains the relationship of syphilis to aneurism of the 
aorta at this point. The aneurism is a more or less 
localized bulging of the aorta due to a weakened 
media. The intima bulges through the weakened media 
to produce a sac. When observed in the gross, as 
those specimens in the scientific exhibit, the intima 
is seen to be rolled into and about the mouth of the 
sac. The intimal lining of the sac is usually destroyed. 
As time progresses, more and more thrombotic mate- 
rial is rammed down into the sac, so that large masses 
of organized material are found within. The dangers 
of rupture of the sac and the possibility of embolism 
from the thrombotic materials must be apparent. 


Coronary disease is one of the most common 
causes of sudden cardiac death in middle life. It 
might be well to divide the coronary pathologies into 
two great groups: (1) those which are acute and oc- 
clusive, and (2) those which are more chronic and 
may or may not be occlusive. 


The first, or occlusive group of lesions, produces 
most dramatic manifestations. While the individual 
may have had some previous evidences of coronary 
disease, in the acute attack he probably felt well one 
minute, and in agony and extremis the next. It is 
not our province to detail symptoms, but we must 
point out that the manifestations of this process are 
essentially those of acute ischemia of the ventricular 
myocardium. 


The mechanisms of coronary occlusion are sev- 
eral: (1) Embolism is much spoken of but less fre- 
quently seen. An embolus rarely comes from the sys- 
temic circulation. It might, however, arise in some 
instances from a vegetation of an acute endocarditis. 
(2) Syphilitic aortitis producing its longitudinal folds 
in the root of the aorta may seal over the mouths of 
the coronaries. (3) Thrombosis of the coronaries is 
probably more frequent and is often superimposed 
upon atheromatous degeneration or atherosclerosis. 
The thrombosis itself may be responsible for the oc- 
clusion or a fragment of the thrombus may break 
loose and float more distally in the coronary system 
bringing about occlusion. (4) Arteriosclerosis per se 
may be responsible for the coronary occlusion. 


Whatever the mechanism of the occlusive lesion, 
an ischemic infarct and possibly anemic necrosis, is 
produced in the heart muscle. If thrombosis of the 
coronary artery was not the original mechanism, it 
frequently completes the damage in the vessel. If the 
occlusion is more gradual, some collateral circulation 
is established. 


The vessel most frequently affected is the de- 
scending branch of the left coronary. The infarct, 
therefore, will most frequently be found on the ante- 
rior surface of the heart toward the apex and the 
anterior portion of the interventricular septum. The 
infarcted zone is irregular in size and shape, white or 


PATHOLOGY IN HEART FAILURE—DRESSLER 


Journal A.O.A. 
January, 1937 


yellow in color, and frequently outlined by a deep 
red surrounding zone. Softening (myomalacia) may 
result in rupture of the heart directly, or aneurism 
of the heart may develop. The rupturing of such an 
aneurism is another cause of sudden death. Within 
the heart chamber thrombosis may develop with em- 
bolism and infarction of other organs. A varying 
amount of irritation occurs on the pericardial surface 
with evidence of pericarditis, which may cause the 
pericardium to become adherent to the heart at this 
point. 

Not all cases presenting these lesions die in the 
acute phases and certain reparative changes may take 
place. Small defects in the myocardium may heal by 
formation of a cicatrix. Large areas will result in 
thinning of the myocardium, dilatation (aneurism), 
and permanent myocardial insufficiency. 

Of the nonocclusive coronary diseases of a 
more chronic nature, we would list (1) circulatory 
disorders in which the heart is unable to maintain 
coronary pressure, as mitral disease, aortic dis- 
ease, or myocardial degeneration; (2) reduction in 
the oxygen carrying power of the blood, as in the 
anemias and anoxemia; (3) sclerosis of the coro- 
naries without marked narrowing, but with loss of 
elasticity and power to dilate; (4) possible spastic 
contraction of the coronaries. 

Coronary arteriosclerosis, we feel, deserves 
special consideration. This process falls in that class 
of arteriosclerosis which we prefer to speak of as 
atherosclerosis to which the coronary system ap- 
pears to be particularly predisposed. The etiology 
and pathogenesis of this process is still speculative. 
Hypertension is a factor to consider. The high 
cholesterol diet and hypercholesteremia have many 
ardent advocates and much experimental support, 
though the latter is not unchallenged. The effects 
of poisons on the walls of the vessels, as toxic 
bodies and organic and inorganic poisons, must be 
considered. The inhibition of an excess of choles- 
terol and related compounds by a damaged vessel 
wall seems to be a good working compromise. 

In coronary atherosclerosis there first appear 
linear yellow streaks which represent fatty deposits 
in the depths of the intima. The intima becomes 
thickened, raised, and hyalinized. The lesion may 
rupture, forming an atheromatous ulcer with possi- 
bilities of thrombosis, and the discharge of the con- 
tents into the coronary system may produce em- 
bolism. Subsequent calcification may transform the 
vessel into a brittle inelastic tube. It takes little 
imagination to visualize the effects of this lesion 
on the coronary system. The raised patches en- 
croach upon the lumen of the vessel, the ulcers 
may produce coronary thrombosis with subsequent 
embolism or the calcification may produce nar- 
rowed inelastic vessels. 


48th and Spruce Streets. 


Short-Wave Therapy and Blood Pressure 

Short waves have the effect of reducing blood 
pressure in the healthy subject and apparently an even 
more marked effect in reducing blood pressure which 
is pathologically high . . . It means a great deal to a 
patient when we can reduce a blood pressure of 180 
mm. Hg. to 150 or lower for almost two months at 
a stretch simply by means of triweekly short-wave 
treatments. — Maria Apel, Jena, Germany, Medical 
Record, 1936 (Sept. 2) 144 :229-230. 
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Pertinent Facts in the Diagnosis of Myocardial Failure 


LESTER R. MELLOTT, D.O. 
Associate in Practice of Osteopathy, Philadelphia College of Osteopathy 


Circulatory balance is delicately maintained in 
the various parts of the body in order to meet their 
constantly changing requirements, which vary with 
the functional demands. The great amount of reserve 
normally available in the myocardium permits the 
heart to meet the varying functional demands without 
evidence of circulatory embarrassment. So long as 
the reserve of the heart is not exhausted, the patient 
will remain practically symptom free. Facts for the 
diagnosis of heart disease may be obtained from: 

(1) Subjective manifestations. 

(2) Objective manifestations. 

(3) Laboratory reports (including fluoroscopic, 
that from x-ray plates, and electrocardiographic). 

(4) History of patient’s life (including a careful 
family history, a detailed account of the infectieus 
diseases suffered, and any symptoms referable to the 
circulatory system). 


It is surprising how much pathology can be 
present, at times, in the circulatory system, while the 
patient is practically symptom free. It is evident, 
then, that some patients will present clinical symp- 
toms, and others physical signs, as the first evidence of 
disturbed circulation. Since normal function of tis- 
sues depends upon a normal blood supply, and pain 
often is the cry of the nerve for fresh blood, pain 
may be one of the early manifestations in many cases. 

We may divide pain conveniently into two classi- 
fications, according to severity and etiology: First, 
pain which is almost constantly present, but which 
may be exaggerated upon exertion; it is most common 
in those slowly progressive cases of failing heart, due 
to changes in the myocardium itself; second, the 
severe crushing type of pain of short duration typical 
of angina pectoris, and seen most frequently in those 
cases not showing the typical signs of cardiac failure. 


The first type of pain may be present in those cases 
of acute myocarditis, the result of infectious diseases 
such as diphtheria, scarlet fever, influenza, septicemia, 
the active stage of rheumatic fever, etc. This pain is 
usually described as a sense of fullness of the chest, a 
sense of pressure beneath the sternum, tenderness in 
the ribs or of the skin over the precordium, and there 
may be some aching in the left arm or both arms. 
All these sensations are exaggerated upon exertion. 
The first type of pain is also present in those cases of 
failing heart due to mitral and aortic valvular lesions. 

The second type of pain is the more striking. It 
is the type most frequently thought of by physician 
and patient as being associated with the heart. It is 
sudden in onset, terrifying in severity; the patient 
feels as though the chest were being torn asunder. 
One patient described it as the sensation of a steel 
comb passing through the chest. Many patients die 
in the first attack; others survive many such attacks. 
The mechanism of the production of this pain is not 
well understood. Some of the cases present no 
changes in the heart which can be demonstrated on 
postmortem examination by our present methods. It 
is probable that some form of pathological lesions, not 


demonstrable by any means yet known, are present in 
the heart muscle, and, in addition, that vasomotor 
spasm plays an important role. 


Another significant symptom of cardiac failure, 
and one that in many cases appears before that of 
pain, is dyspnea. When aeration of tissues is insuffi- 
cient to meet metabolic demands, there results an 
excessive accumulation of carbon dioxide, and a 
decrease in the amount of available oxygen. Dyspnea 
is the result. 


At first, dyspnea is noted only on rather severe 
exertion. The evaluation of this symptom is rather 
difficult. The patient may not be conscious of its 
presence, or he may state that he seems to be 
“slowing up”; in other words, he is not able to do the 
things he was formerly able to do without evidence of 
respiratory distress. It is this one fact which makes 
the symptom of dyspnea important. We would not 
expect an office man to shovel coal into a locomotive 
without distress even if his heart were normal. We 
would, however, expect the fireman to be able to do 
so. Dyspnea of cardiac origin may manifest itself 
only upon rather strenuous exertion, being more easily 
initiated as the cardiac reserve becomes more easily 
exhausted. Marked dyspnea may be present in the 
form of cardiac asthma of sudden onset, occurring 
most frequently in the presence of mitral stenotic 
lesions or in lesions of the aorta. During such 
attacks, severe orthopnea may be present, cough is 
annoying and a thick, frothy, and many times a 
blood-streaked sputum is present. 

While dyspnea and pain are the most common 
manifestations of a failing myocardium, there are 
frequent cases in which the first manifestation is a 
sense of general weakness or exhaustion. Such weak- 
ness may be most evident in the legs, the patient 
stating that he can hardly drag his feet along. Dia- 
betics frequently complain of this leg weakness. 


Edema is rarely an early manifestation of cardiac 
weakness. It is usually initiated after other symptoms 
are well established. 

Altered rhythm, evidenced by attacks of tachy- 
cardia or palpitation, usually does not occur early in 
the development of cardiac insufficiency. However, 
in about 4 per cent of cases it does occur as an early 
manifestation and frequently becomes very annoying. 
It is of importance in the later manifestations of 
cardiac insufficiency. 

The early manifestations of a failing myocardium 
are not confined to the circulatory system alone; other 
systems of the body are affected by the poor nutrition 
and suffer accordingly. 

Stasis of venous blood, and insufficient arterial 
blood in the splanchnic vessels, produce digestive dis- 
turbances interpreted as a sense of fullness in the 
epigastrium, loss of appetite, belching of gas, nausea, 
and frequently vomiting. 

In cases presenting coronary disease or a ten- 
dency to angina, there are frequently severe abdominal 
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symptoms simulating acute abdominal crises. In such 
cases a careful examination of the abdomen will aid 
greatly in diagnosis. 


When failure has reached the pont where the 
tricuspid valve is no longer competent, liver conges- 
tion and enlargement results, the degree of such 
enlargement serving as a good index to the status of 
the right ventricle. 


The nervous system, being composed of a highly 
specialized tissue, is particularly susceptible to circu- 
latory changes. Such manifestations are in the form 
of a sense of exhaustion, dizziness, stupor or drowsi- 
ness; these sufferers fall asleep easily in a chair, only 
to find, on retiring, that they spend a sleepless night. 
They sleep better when propped up in bed. Mental 
activity is slow; they do not want to be bothered with 
anything which causes mental activity, and are fre- 
quently very irritable. 


Headache is common. It may be general or 
sharply localized and it is more noticeable when the 
patient is fatigued. Dreams are common and may be 
very wild and distressing. 


Aside from the symptoms already referred to 
which may be attributed to early myocardial failure, 
certain facts present themselves to the physician which 
aid in the determination of the status of the 
myocardium. 


Decrease in cardiac reserve means a decrease in 
the amount of work the patient is capable of doing 
without evidence of distress. After a measured 
amount of exercise, excessive elevation of blood 
pressure or lack of normal elevation and a slow return 
of pulse and pressure to near the resting normal, point 
to an inefficient mycardium. 


With a decrease in cardiac reserve there develops 
a state of passive congestion of the lungs, decrease in 
the amount of aeration, dyspnea, and, hence, a de- 
crease in the amount of air the lungs are capable of 
holding. The length of time the patient can hold the 
breath is greatly reduced—in some cases it is practi- 
cally impossible for the patient to hold the breath at 
all. 


Irregularities of heart action are not as common 
in the early as in the late stages of failure, but when 
present, may have considerable significance. In the 
later stages of failure, irregularity is common, consti- 
tuting one of the major signs of advanced failure. 

Marked lowering of blood pressure in the acute 
myocardial case is a rather grave sign, being evidence 
of a myocardium which cannot meet the normal calls 
upon it. Elevation of blood pressure, as seen in the 
case of hypertension, by increasing the load on the 
heart depletes its reserve and invites early exhaustion 
of the heart muscle and failure. 

Direct examination of the heart will reveal find- 
ings typical of the condition causing the failure in the 
majority of cases while in the rest no typical objective 
findings will be evident. 


In acute myocardial cases presenting grave clini- 
cal symptoms, evidence of enlargement is found; the 
enlargement increasing from day to day as the condi- 
tion becomes worse. This phenomenon is typically 
described as a “migrating” apex. The apex beat tends 
to become diffuse, the heart sounds are accentuated 
and shortened; the first sound loses its muscular 
quality, the second pulmonic is accentuated and tends 
to be reduplicated. The patient is pale and restless. 
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He perspires easily. The amount of urine is de- 
creased and it is concentrated. Edema may be present 
in the extremities. The liver is congested and en- 
larged and digestive disturbances are common. But 
if the patient recovers, the symptoms gradually disap- 
pear and the physical findings return to normal. On 
the other hand, if the condition gradually becomes 
worse, there is exaggeration of the symptoms and 
physical findings until congestive failure is complete. 


Chronic defects of the mitral valve produce 
marked enlargement of the right side of the heart and 
increased pressure in the pulmonary circulation. Mur- 
murs characteristic of the existing lesions are present. 
The apex beat is well localized and is strong in the 
well-compensated cases, but as compensation is lost, 
the murmurs become weak, the apex beat becomes 
more diffuse, irregular, and weaker. 


Congestion of the lung fields is demonstrated 
radiographically by increased hilar density, and on 
physical examination by decreased resonance and by 
fine rales at the base, near the end of inspiration. 


As decompensation becomes evident, abdominal 
distress, distension, vomiting and enlargement of the 
liver are present. Cerebral symptoms become dis- 
tressing. The vessels of the neck throb excessively 
and irregularities are common. Marked and typical 
changes are noted in the RST segment of the electro- 
cardiographic tracing and in the radiographic exami- 
nation of the heart. 


Patients in this group die slowly, due to the 
capacity of the lungs and liver to accommodate a 
great amount of blood and thus relieve the heart. 
Marked alteration of blood pressure is not the rule. 


Disease of the aorta, and particularly valvular 
defects at the aortic valve, cause marked enlargement 
of the left ventricle. The load is placed directly on 
the left ventricle and the peripheral vessels. Marked 
alteration in the tension in the peripheral vessels 
constitutes one of the diagnostic signs of this condi- 
tion. The vessels are noted to pulsate excessively; 
often the head is noted to bob with each systole. In 
the regurgitating lesions, the pulse assumes the Corri- 
gan or water-hammer type; blood pressure changes 
are noted with the systolic pressure greatly increased 
and diastolic greatly decreased. This marked change 
is evidenced in the peripheral vascular bed as pallor; 
there are also severe cerebral symptoms, nervous 
manifestation, and substernal and precordial pain 
with dyspnea. 


Physical signs of definite left ventricular enlarge- 
ment and altered aortic sounds at the second right 
costal cartilage are present. Changes in the RST 
segment with left ventricular preponderance are noted 
in the electrocardiographic study. Typical x-ray find- 
ings are present. 


The heart of coronary disease shows little change 
on direct examination typical of this condition. A 
loss of muscle tone with a tendency to shortening and 
accentuation of second sounds are indications of 
change in the cardiac function. The symptom com- 
plex of pain, dyspnea, and irregularities, is the most 
outstanding feature of this condition. Alterations of 
the RST segment, and particularly the T, of the 
electrocardiograms are characteristic of this condition. 
Changes in the contour of the heart, particularly the 
thinness of the ventricular musculature, is noted on 
X-ray examination. 
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Hyperthyroidism causes a decrease in the cardiac 
reserve and eventual decompensation, on account of 
mechanical embarrassment, stimulation of the heart 
rate by the abnormal secretion of the gland, or 
perhaps by the same etiological factor causing the 
hyperthyroidism. Tachycardia is present; all heart 
sounds are accentuated and snappy; functional mur- 
murs are present; and the heart shows considerable 
enlargement. As the condition becomes worse, evi- 
dence of decompensation is present; and marked 
changes in the electrocardiographic tracing, particu- 
larly in the peaking of the T wave, are outstanding. 

To summarize the cardinal points of our diagno- 
sis of heart failure in middle life, we may review 
symptoms, physical findings, and laboratory findings: 

(A) Symptoms.— 

1. A sense of weakness, 
dyspnea. 

2. Pain, either constant or severe, substernal 
in location; attacks lasting but a short 
time. 

3. Digestive disturbance. 

4. Cerebral symptoms, dizziness, inability to 


fatigue, and 
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sleep, distressing dreams, throbbing in the 
head, and general irritability. 
5. Attacks of palpitation. 


(B) Physical Findings.— 

. Evidence of cardiac enlargement. 

. Changes in the peripheral vessels. 

. Alteration of blood pressure. 

Murmurs with enlargement. 

. Irregularities. 

. Congestion about the base of the lungs 
and enlargement of the liver. 


(C) Laboratory Findings.— 
1. Definite alteration in the electrocardio- 
graphic tracings. 
2. Specific alteration of the cardiac contour, 
as evidenced by x-ray findings. 
3. Alteration of kidney function. 
4. Decrease in cardiac reserve as determined 
by the exercise tolerance test. 
. Decrease in the vital capacity of the 
lungs. 
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Diagnosis of Vascular Accidents with Special Reference to 
Cerebral Apoplexy and Coronary Occlusion 


WILLIAM PF. DAIBER, D.O. 
Instructor in Diagnosis, Philadelphia College of Osteopathy 


A vascular accident may be defined as any sud- 
den interruption of circulation, most commonly by 
thrombosis, embolism, or rupture of a blood vessel. 
Theoretically, any part of the vascular system may 
be subject to such accidents, but actually we know 
that these catastrophes are usually arterial and, 
further, that certain arteries in certain viscera are 
most often affected. Cerebral apoplexy and coro- 
nary thrombosis lead the list of vascular accidents. 


Arterial occlusions are frequently multiple. 
They may occur in either visceral or peripheral ves- 
sels and their recognition before death depends 
upon the production of symptoms. 


It is probable that two factors operate in the 
production of arterial thromboses. The local factor 
is arterial atheroma which occurs in those vessels 
subjected to the greatest intravascular strain. This 
is probably the reason that atheroma of the left 
coronary is more common than of the right. How- 
ever, there must be another factor—some strange 
constitutional tendency to intravascular clotting in 
certain people. This must be true, otherwise we 
cannot account for thrombosis occurring in young 
people with no atheroma present and also the lack 
of thrombosis in older people with a severe degree 
of atheroma. 

CEREBRAL APOPLEXY 

Here is an accident which threatens too great 
a percentage of individuals in middle life—a sequel 
to the failing heart of middle life which could well 
be titled, “and sudden coma.” 

The diagnostic features of this accident are 
important and should be discussed. However, of 
immeasurably greater importance is the recognition 
of the type of individual who may eventually suffer 


apoplexy. There undoubtedly exists a hereditary 
and familial tendency to cerebral hemorrhage. A 
so-called “apoplectic habitus” is observed in ple- 
thoric individuals, in thickset, short-necked persons 
who are prone to develop hypertension and cerebral 
arteriosclerosis. There is much clinical evidence 
that people living under emotional stress develop 
cerebral arteriosclerosis at an unusually early age. 


Thus we have the individual with the apoplec- 
tic habitus who works too hard, plays too little, 
and worries too much. In addition to this he usu- 
ally overeats of foods which are rich in cholesterin 
and spice. This is important because it is definitely 
known that excessive fat intake in this type of 
patient favors the development of arteriosclerosis. 
This patient often further adds insult to injury by 
continuous use of alcoholic beverages. However, 
even with all of these excesses there could still be 
a safety valve, in the form of play and exercise, 
which the patient usually fails to utilize. 


To attempt to list all of the prodromal symp- 
toms in the case of an apoplectic would mean a 
description of the many types of metabolic and 
infectious disorders which operate to produce ather- 
omatous vascular changes and eventually the attack 
of apoplexy. Suffice it to say that we should be 
on guard for symptoms, signs, and laboratory indi- 
cations of the various metabolic changes such as 
occur from faulty fat and carbohydrate metabolism 
in diabetes, and from urea, uric acid, sulphate and 
phosphate retention in cardiorenal disease; also 
from gout with its high uric acid and cholesterol 
content. 


The symptoms of cardiovascular and neurologi- 
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cal lues should be remembered, since they may be 
the specific cause of an endarteritis. These cases 
often develop apoplexy before the age of forty. 


However, there are symptoms, common to 
almost all cases, which arise from disturbance in 
cerebral circulation, vasomotor instability and de- 
creased physical capacity. Upon questioning the 
patient, we note that he admits forgetfulness, de- 
creased mental concentration, and transitory attacks 
of a feeling of fullness in the head with vertigo. 
In many cases these symptoms occur when the 
victims are in crowded street cars or elevators, or 
under any circumstance which is stimulating. 


Insomnia is a common symptom. Headache, 
which tends to occur about 5:00 or 6:00 a. m. and 
to disappear several hours after the patient arises, 
is also common. Tinnitus aurium is apt to be 
noticed, especially when hypertension is present. 
Increasing dyspnea upon exertion may or may not 
occur, depending, of course, upon the presence of 
cardiac changes and hypertension. Patients with 
cardiorenal damage often have hypertension, or 
the reverse may be the case in many instances, since 
it is often difficult to determine whether the hyper- 
tension or the cardiorenal disease was the primary 
disorder. Decreased physical capacity and easy 
fatigability occur with dyspnea on slight exertion 
in this type of case. 


Symptoms of vasomotor instability or irrita- 
bility, fits of anger, and emotional imbalance are 
usually present when hypertension is present. Per- 
haps all these some day may be proved to be the 
result of hyperadrenalism. 


There is usually a rise in both the systolic and 
diastolic blood pressures. The average systolic 
reading in these cases is from 185 to 210 mm. Hg. 
although many cases have systolic pressure of 250 
or more. The diastolic pressure is of some prog- 
nostic value, the higher it is the more sure one 
can be of permanent vascular pathology. Thus a 
diastolic pressure of 130 mm. Hg. would not give 
the same promise of relief as one of 100 or even 110. 


Of some aid in evaluating the degree of ather- 
oma present is a routine we may refer to as a thera- 
peutic test. It involves the recording of blood 
pressure before and after osteopathic manipulative 
treatment. Where there is a marked reduction of 
the systolic pressure (30 or 40 mm. Hg.) after 
the treatment, we may assume that a fair percent- 
age of that hypertension is due to angiospasm. If 
little or no reduction occurs following treatment, 
we conversely assume that a more permanent ar- 
terial change has taken place. This is of value in 
the prognosis as well. 


Associated renal disease will be missed in many 
cases if a urinalysis is the only test used for 
determining the renal status. It is a well-known 
fact that advanced renal disease may exist in pa- 
tients with normal or nearly normal urinalyses. 
Mosenthal, Volhard and blood urea nitrogen tests 
are much more conclusive evidence of the degree 
of renal function. 


Examination of the retinal arteries with the 
ophthalmoscope gives a good estimate of the con- 
dition of the vascular system. 
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There is another group of symptoms which we 
may class as the immediate prodromal warnings, or 
those symptoms immediately preceding the apo- 
plectic attack—that is several hours or even 
twenty-four hours before an attack. The patient 
usually notices an exacerbation of all or any of 
those symptoms resulting from cerebral circulatory 
imbalance. These symptoms are severe headache, 
unusual vertigo and confusion, spots before the 
eyes, and anxiety. 


DIAGNOSTIC FEATURES OF APOPLECTIC ATTACK 


The actual apoplectic seizure may follow em- 
bolism, thrombosis, or rupture of a cerebral vessel. 
It is now generally believed that thrombosis due 
to pathologic changes in the cerebral vessels is the 
most common cause. 


It is quite apparent that a diseased blood vessel 
under constantly increased pressure will reach its 
breaking point when extra pressure is applied by 
the further increase in demand from exertion or 
mental excitement. Thus one observes cerebral 
hemorrhage after sudden exertion, on straining at 
stool, severe coughing, vomiting, during childbirth 
and coitus. Intense emotion and mental shock, es- 
pecially fright and anger, may be the immediate 
causes. 


Most cases of cerebral apoplexy are ushered in 
by coma, the severity depending upon the extent 
of the hemorrhage. The patient lies quietly, the 
face is flushed, respirations are deep and slow with 
the cheeks blowing out on expiration, especially 
the cheek on the side of paralysis. Respiration is 
usually noisy due to the relaxation of the soft pal- 
ate. Swallowing is usually impossible. The pulse 
is generally slow and full. The pupils are either 
normal or dilated, but do not react to light. The 
general musculature is flaccid and the superficial 
and deep reflexes are abolished. With the onset 
of the coma, there may be incontinence of urine. 
The temperature usually drops from shock, al- 
though slight increase may occur. Fever is apt to 
be high in the course of septic embolism. When 
the cause of the coma remains in doubt, the definite 
proof of an existent hemiplegic syndrome clinches 
the diagnosis. Very often there is conjugate devia- 
tion of the head and eyes to one side, the patient 
generally looking to the side of the hemorrhage 
and away from the side of paralysis. This is com- 
mon in cortical lesions. 


If the hemorrhage is not extensive and the 
patient does not die in coma, the stupor lessens, 
the reflexes reappear, the patient begins to move 
his limbs, so that one can determine which side is 
paralyzed, the pulse quickens and the temperature 
rises for a day or two. 


In differentiating this coma from that due to 
other causes, it is of inestimable value to know 
the previous history of the patient. 

CORONARY OCCLUSION 

The heart is dependent upon two arteries for 
its blood supply—the right and left coronary. Ob- 
struction of these is an event for which there can 
be little compensation by collateral circulation. 


Symptoms of coronary disease may be pro- 
duced in one of three ways: 
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1. By sudden obstruction from thrombosis or 
embolism. 


2. By gradual uarrowing of the lumen of the 
artery by endarteritis. 


3. By vascular spasm. 


The symptoms arising from closure of the 
coronaries depend upon the rapidity of the closure, 
the size of the vessel occluded, the state of the 
myocardium, and the potentialities of the collateral 
circulation. 


That symptom group known as angina pectoris 
may arise from closure of the coronary by vascular 
spasm and pathologic narrowing of the coronary 
lumen as a result of sclerosis, endarteritis, and 
aortic disease. Acute obstruction from thrombosis 
gives rise to a similar syndrome which is much 
more permanent in its effect on cardiac capacity. 
This syndrome is called coronary thrombosis. 


In coronary thrombosis, the patient is usually 
a man past 50 years of age, although an increasing 
incidence is now noted in the fifth decade of life. 
The type of patient is quite similar to the consti- 
tutional type described as the apoplectic habitus. 
The same physiopathologic mechanism obtains, the 
main difference being that the location of the lesion 
is in the coronary artery. Preceding attacks of 
substernal oppression may have occurred or the 
present attack may be the first ever experienced. 


The patient is suddenly seized with an agoniz- 
ing, unbearable pain in the chest. This pain comes 
on without the usual attributes of angina pectoris 
such as effort, gastric distention or mental anguish. 
On the contrary, an attack may occur when the 
patient is quiet or even when he is asleep. 


The pain is of a crunching or tearing character, 
vise-like, and is located behind the upper, middle, 
or lower sternum. It may be most intense over 
the epigastrium or the precordium. It radiates to 
one or both arms, up the neck to the mandibles, 
and also may be felt in the upper back. Vomiting 
may occur. The face is ashen in color, anxious, 
and pinched. Beads of perspiration stand out on 
the forehead. Fear of impending death is written 
on the countenance. Dyspnea is usually present, 
the respiratory excursions being shallow and re- 
stricted. The pulse is rapid and weak, the blood 
pressure low, cardiac activity is greatly subdued, 
the apex beat being almost imperceptible. All 
heart sounds are distant and weak. Examination 
of the lungs usually reveals moist rales at the 
bases—evidence of pulmonary edema. 


The temperature is usually subnormal at the 
onset, with fever of 100 to 102 F. soon following. 
With the advent of the fever, leukocytosis of 12,000 
to 20,000 usually occurs. If the obstructed artery 
is the anterior or left coronary, as it most often is, 
a pericardial friction rub usually appears within 
several days. 


The symptoms are not relieved by nitroglycerine 
and scarcely by morphine until large doses, % to 4 
grain, are administered. 

LESS COMMON VASCULAR ACCIDENTS 

Thrombosis of a mesenteric vessel occasionally 
occurs and when it does, presents quite as acute a 
picture as the first two accidents mentioned. This 
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condition may be a terminal state of cardiac or 
arterial disease and as well may arise from abdom- 
inal infection. These patients suffer acute ab- 
dominal pain, usually generalized, rapid weak pulse, 
exhaustion—a syndrome very similar to intestinal 
obstruction. Gangrene of the area of intestine 
supplied by the thrombosed vessel follows and the 
prognosis is always poor. 
THROMBOSES IN PERIPHERAL VESSELS 
Thromboses may occur in peripheral as well 
as visceral arteries. This is demonstrated in Buerg- 
er’s disease where the vessels of the lower extremi- 
ities are involved. 
THROMBOSES OF RETINAL ARTERIES 
Thromboses of the retinal arteries sometimes 
occur and cause varying degrees of impaired vision 
or even complete blindness on the side affected. If 
only a small branch be occluded, moderate diminu- 
tion of vision will follow. The onset is usually 


sudden. 
EMBOLISM 


Cardiovascular accidents due to embolism are 
much less frequent than those due to thromboses, 
but they are more fatal. Emboli may be portions 
of thrombi swept into the circulation from ather- 
omatous patches in the aorta, from the larger veins 
of the pelvis and lower extremities, or from thrombi 
within the heart. A large embolus may cause sud- 
den death by occluding one of the main branches 
of the pulmonary artery, one of the coronary ar- 
teries or a large cerebral blood vessel. Emboli 
coming from the left heart or aorta most frequently 
lodge in the spleen, kidneys, or brain. Emboli de- 
rived from the general venous circulation are 
usually carried through the right heart to the lungs 
where they occlude branches of the pulmonary 
artery. Such accidents not infrequently occur after 
surgical operations on the lower abdomen, pelvis, 
or thighs, and are often referred to as pulmonary 
apoplexy, the onset of which is characterized by 
sudden severe dyspnea, acute severe right-sided 
chest pain, grayish pallor, and frequently sudden 
death. This syndrome almost parallels that of 
coronary thrombosis and usually comes on after 
some exertion, even though the effort be slight. 
This picture is one of acute right heart failure with 
dilatation from pulmonary obstruction. 

FAT EMBOLISM 

The possibility of a fat embolism following 
fracture of long bones, and also following surgery 
in obese individuals, should always be kept in mind. 
This type of embolus may, and often does, lodge 
in a branch of the pulmonary artery and result in 
the syndrome of pulmonary apoplexy as just 
described. 

CEREBRAL EMBOLISM 

Cerebral embolism most often occurs in young 
people although no age is exempt. The emboli are 
generally derived from vegetations on the valves 
of the heart, especially from mitral stenosis and 
from atrial thrombosis in auricular fibrillation. The 
symptoms produced were discussed under cerebral 
apoplexy. 

RUPTURED BLOOD VESSELS 

Vascular accident by rupture of a blood vessel 
is exemplified almost solely by cerebral apoplexy. 

Rupture of an aneurism is one of the more rare 
accidents, which is practically always fatal in a very 
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short time due to the rapid, massive hemorrhage. 
VASCULAR SPASM 

Another type of vascular accident which is not 
accompanied or followed by permanent tissue 
changes is vascular spasm. While this phenomenon 
can probably never be proved, it is the only logical 
explanation for transitory hemiplegias which last 
only several hours—and again for many of those 
cases of angina pectoris where no pathology is 
demonstrable at autopsy. 


Frankford Ave. 
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Roentgenologic and Electrocardiographic Diagnosis* 


PAUL T. LLOYD, D.O., M.Sc. (Ost.) and RALPH L. FISCHER, D.O., M.Sc. (Ost.) 
Philadelphia College of Osteopathy 


Dr. Lloyd: As a field of diagnostic endeavor, 
roentgenographic examination of the heart and aorta 
has for the greater part been neglected, in spite of 
the fact that aside from the autopsy table it offers the 
only available means of visualizing the heart and great 
vessel structures. 


A properly conducted roentgen ray examination 
will reveal much pertaining to cardiac anatomy, physi- 
ology, and pathology. To accomplish this, a pains- 
taking and careful routine is necessary, with flex- 
ibility of routine provided to suit the individual case. 


Both screen and film procedures are to be em- 
ployed, with the screen examination preceding filming. 
Under the fluoroscope the heart is studied from the 
standpoint of physiologic activity. The cardiac rate 
and rhythm are recorded, muscular amplitude of the 


*Thirty-three illustrations of x-ray films and cardiograms were fur- 
nished with this paper. Lack of space has prevented publication of all 
of them. Those used are representative of common heart conditions.— 
Editor. 


Fig. 1—Normal anterior film (retouched) of heart, showing location of cardiac chambers 
as observed in this picture. Fig. 2.—Normal left anterior oblique film (retouched). The 
value of the left oblique study may be estimated by observing those portions of the cardiac 


structure composing the silhouette. The aorta is well demonstrated. 


various chambers and of the heart generally is ob- 
served, and the behavior of the heart during normal 
breathing and at suspended inspiration and expiration 
is estimated. The aorta is examined for aneurysm, 
exaggerated pulsatility, and anatomic variations. Dur- 
ing this procedure, the patient is examined in the 
anterior, lateral, and right and left oblique positions. 

The screen findings serve as a guide for subse- 
quent film examination. Routinely, however, it is 
our practice to obtain films in the anterior and left 
anterior oblique positions with such other films being 
made as the case demands. (Figs. 1 and 2) All 
films are exposed at a film tube distance of 2 meters 
and not only serve to demonstrate structural cardiac 
changes, but as well constitute a permanent record of 
the cardioaortic characteristics presented by the pa- 
tient at the time of the examination. 

In the normal anterior film there is shown a small 
portion of the left auricle with the left ventricle 
forming the major left cardiac convexity. The right 
auricle composes the right cardiac silhouette with the 
right ventricular margin obscured 
by the diaphragm. The aorta 
forms a part of the central chest 


Fig. 3.—Normal leads of the elecitro- 
cardiogram. Leads I, II, and III are 
standard, and IV, V, and VI precordial. 
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Mitral stenosis—Class I. 


opacity with the arch of the vessel usually present- 
ing itself as a convex bulge or knob on the left side. 
Between the aortic convexity and the left auricle is 
a second prominence caused by the pulmonary 
artery. 

Lines and diameters are constructed on the 
anterior film which demonstrate with more than fair 
accuracy the size of the cardiac chambers. It seems 
advisable here to mention briefly some of these diam- 
eters and their significance. Lines drawn from the 
central midline to the maximum right and left cardiac 
margins are known as the median right and left 
diameters. The right and left oblique diameters are 
constructed to the longitudinal diameter and the dis- 
tance between bisected. Dividing the upper or auricu- 
lar portion by the lower or ventricular portion estab- 
lishes the auriculoventricular quotient or ratio, which 
is an indicator as to existing auricular or ventricular 
preponderance. The left ventricular diameter extends 
from the apex to the left auriculoventricular junction 
and a perpendicular constructed to it at the site of 
maximum salience of the left ventricular curve gives 
a bisector equivalent to the thickness of the left ven- 
tricular myocardium. The bisector is normally 8 to 10 
millimeters, being increased in hypertrophy, and di- 
minished in myocardial disease and in coronary 
disease where no pre-existing hypertrophy is present. 
Dividing the transthoracic diameter by the sum total 
of the median right and left cardiac diameters, a 
quotient or ratio is obtained which aids in determining 
gross or general cardiac enlargement. 

It may be briefly stated that enlargement of any 


Mitral insufficient with failure—Class Ib. 


Fig. 6 
Aortic stenosis with failure—Class Ila. 


part of the heart usually occurs proximal to the site 
of lesion; enlargement of the left auricle occurs in 
mitral stenosis and the right heart is most often in- 
volved in lesions of the mitral valve. The left ven- 
tricle becomes enlarged in aortic disease, heart block, 
chronic hypertension, and as well in mitral insuffici- 
ency. 

To facilitate the presentation of cardiographic 
and roentgen ray findings applicable to the subject 
under discussion, case abstracts have been prepared 
to demonstrate typical cases of heart failure in mid- 
dle life. 

Dr. Fischer: The electrocardiogram comprises 
the record of the electrical energy given from the 
body of the heart during each systole and diastole. 
Electrodes are placed on the surface of the body 
to receive and transmit, over wires, the varying po- 
tentialities of this energy. We use six leads, the first 
three standard, and the latter group precordial, which 
are derived from electrodes on the anterior and 
posterior chest walls. 

The normal graph for each of the first three 
leads is essentially the same (Fig. 3). The P wave 
represents auricular excitation and contraction; it is 
low, and narrow, and directed upward. The ORS 
complex (ventricular excitation) is a fine line, the 
highest and narrowest of all, and the major portion 
of it is positive, or upward. The T wave, (ventricu- 
lar completion) is also positive, and its summit is 
angular. The ascending limb of T is longer than the 
descending. 

The normal precordial leads, (IV, V, VI) are 
characterized by the absence of the P wave, the great 
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Fig. 7 Fig. 8 Fig. 9 
Aortitis with left ventricular failure—Class III. Aortic sclerosis (syphilitic)—Class IIb. Coronary occlusion—Class IIb. 


height or amplitude of QRS, and the inversion or 
negativity of T. 

The first case we report is that of S. C., female, 
white, and married. Her chief complaint was upper 
precordial pain, dyspnea, and fatigue. Personal and 
family histories were negative. Pulse 68, respiration 
28, blood pressure systolic 112, diastolic 68. Blood 
count normal, slightly increased rate of blood sedi- 
mentation (14 mm. in 60 minutes); albuminuria. 
a Diastolic apical murmur was present. 


+e Electrocardiographic diagnosis (Fig 4): Inver- 


eh sion of ORS in Lead I—right ventricular preponder- 


ance—mitral disease. Final diagnosis: Mitral steno- 
sis—Class I. 


Dr. Lloyd: Screen examination of patient S. C.: 

se Tachyeardia with variation in rhythm. Exaggerated 
conus pulsatility. Film findings (Fig. 4a): Enlarged 
auricular shadows, small left ventricle, small aorta. 
The heart is not generally enlarged. Cardiothoracic 
quotient: 2, normal limit. Auriculoventricular quo- 
tient: 0.907, auricular preponderance. 
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a Dr. Fischer: Patient M. K., female, white, and 

oe married. Chief complaints were dyspnea of three 
bane vears duration and persistent cough. Objective ex- 
~ amination revealed pitting ankle edema and cyanosis 
. iis of the lips and nails, pulse 96 and irregular, respira- 


tion 40. Crepitant rales equally distributed in both 
hilar and basal areas of the lungs. Systolic soft 
mitral murmur transmitted to the left axilla and in- 
ferior angle of the left scapula. Blood count nega- 
tive; albuminuria. Electrocardiographic diagnosis 
o ia (Fig. 5): Inverted QRS in Lead I. Slurred ORS 


throughout all leads—mitral disease, auricular fibrilla- 
tion, and myocardial degeneration. Final diagnosis: 
Mitral insufficiency with failure—Class Ib. 


Dr. Lloyd: Patient M. K. Screen examination: 
Tachycardia with fibrillation evident. Film findings 
(Fig. 5a): Prominent and enlarged left auricle. Left 
ventricle enlarged and hypertrophied. Mitral char- 
acteristics prevail. Cardiothoracic quotient: 1.8. 
Auriculoventricular quotient: 0.762. 


Dr. Fischer: Patient A. T., female, white, and 
married. She exhibited physical signs of cardiac 
disease but no symptoms, when she entered the ob- 
stetrical clinic. Her previous history revealed chorea 
at 9 vears of age. Family history negative. Her 
radial pulse filled slowly and was of the plateau 
type. A systolic thrill was felt and a harsh systolic 
murmur heard at the aortic area, which murmur was 
transmitted to the carotids and along the second right 
intercostal space. Blood Wassermann 4+; albumin- 
uria. Electrocardiographic diagnosis (Fig. 6): Di- 
phasic T in Lead II, inverted T in Lead III, and 
slight slurring of the ORS throughout—myocardial 
degeneration. Final diagnosis: Aortic stenosis with 
failure—Class Ila. 


Dr. Lloyd: Patient A. T. Screen examination: 
Bradycardia prevailed at screening, and the left ven- 
tricular contractions were vigorous and forceful. Film 
findings: (Fig. 6a) Heart enlarged, prominent left 
ventricle, increased bisector value, left auricle dilated. 
The aortic shadow is not widened. Cardiothoracic 
quotient: 1.6. Auriculoventricular quotient: 0.512— 
ventricular preponderance. 
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Dr. Fischer: Patient E. B., male, aged 66 years. 
We had observed this patient for eight years. He 
originally complained of dyspepsia and precordial 
soreness; both of these are now absent, but he is 
pallid and cyanotic. His pulse is 56, blood pressure, 
systolic 140, diastolic 90, and the aortic second sound 
is short and sharp (bruit de tabourka). Family his- 
tory of hypertensive disease and angina pectoris. 
Wassermann is negative as are the blood count and 
urinalysis. Electrocardiographic diagnosis (Fig 7): 
Bradycardia, inverted QRS in Lead III — left ven- 
tricular preponderance, aortic disease. T waves 
throughout are abnormal—myocardial degeneration. 
Multiple P waves—auricular overactivity. Final di- 
agnosis: Aortitis with left ventricular failure—Class 
IIT. 

Dr. Lloyd: Patient E. B. Screen examination: 
Bradycardia, rhythm satisfactory, amplitude dimin- 
ished. Film findings (Fig. 7a): Aorta markedly 
widened and increased pulsatility—left ventricular 
preponderance. Heart enlarged. Cardiothoracic 
quotient: 1.6. Auriculoventricular quotient: 0.650. 

Dr. Fischer: Patient J. R., male, aged 50 years, 
white. His chief complaint was general weakness 
especially of the legs while walking and it was of two 
months’ duration. There was a family history of 
cardiorenal disease. His pulse was regular and full, 
84 a minute, and his blood pressure was systolic 220, 
diastolic 140. His blood was anemic and the Was- 
sermann was positive, 4+. Blood urea nitrogen 53 
mg. per 100 cc. Electrocardiographic diagnosis (Fig. 
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8): Inverted ORS in Lead I1I—left ventricular pre- 
ponderance, aortic disease. Slurred QRS and ab- 
normal T in all leads—myocardial degeneration. Final 
diagnosis: Aortic sclerosis (syphilitic)—Class IIb. 

Dr. Lloyd: Patient J. R. Screen examination: 
Rate and rhythm within normal limits, amplitude in- 
creased, aortic pulsatility exaggerated in the ascending 
limb. Left aortic convexity prominent and the aorta 
generally increased in density. Film findings (Fig. 
8a): Heart not enlarged, bisector valve decreased. 
Calcified plaques in the aortic arch. 


Dr. Fischer: Patient P. E., male, white, married, 
aged 62 years. Two years prior to this examination 
he suddenly lost consciousness for about a minute fol- 
lowing which he was extremely weak. Similar attacks 
have occurred twice since the original one. His pulse 
was 88 with other signs inconsequential. Laboratory 
reports essentially negative. Electrocardiographic 
diagnosis (Fig. 9): Low ST “take-off” and cove T in 


Lead I. T of low amplitude in lead II. Deep Q in 
III. Low ST “take-off” in leads TV and V. Deep 
QO in VI. Final diagnosis: Coronary occlusion— 
Class IIb. 


Dr. Lloyd: Patient P. E. Screen examination: 
Tachycardia with altered rhythm, muscular amplitude 
diminished (left ventricle). Aortic density increased. 
Film findings (Fig. 9a): Heart enlarged, ventricular 
bisector 1.7 cm. (left ventricular hypertrophy). 
Sclerotic plaque in aortic arch. 
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Heart failure means the failure of the heart 
muscle to maintain adequate circulation. The suc- 
cess of mechanical and manipulative measures in the 
treatment of this condition would seem to rest pri- 
marily upon the ability of such measures to arrest the 
course of myocardial weakening by maintaining ade- 
quate nutrition and tone in the heart muscle. In addi- 
tion to such direct effect upon the heart, manipulative 
procedures may be instituted to effect changes in cer- 
tain extracardiac conditions which might adversely 
affect the heart. This paper, however, will be lim- 
ited to the problems of myocardial nutrition. 

In the osteopathic approach to myocardial nutri- 
tion, the major problem involves the mechanisms and 
processes through which various structural and me- 
chanical factors might operate to embarrass coronary 
blood flow, and through which manipulative treatment 
and improvement in body mechanics operate to en- 
hance coronary circulation. These mechanisms and 
processes function primarily through the control of 
the coronary arteries. 

The coronary blood vessels receive the richest 
nerve supply of any arteries in the body’. Pathways 
are provided for sympathetic, parasympathetic, and 
visceral afferent impulses. The sympathetic ganglion 
cells are located in the stellate and cervical sympa- 
thetic ganglia, receiving preganglionic connector fibers 


from the intermediolateral cell groups in the upper 
thoracic levels of the gray substance of the cord. 
These connectors enter the sympathetic system over 
white rami communicantes associated with the upper 
five or six thoracic spinal nerves*?. The visceral effer- 
ent neurons in the upper thoracic cord can be af- 
fected by impulses from higher centers, or from the 
cervical and upper thoracic somatic reflex zones. The 
parasympathetic supply to the coronary arteries comes 
from intrinsic ganglion cells within the heart, these 
cells in turn receiving connector fibers from nerve 
cell bodies located in the dorsal efferent nucleus of 
the vagus nerve. The visceral efferent fibers travel 
chiefly with the sympathetics from the stellate 
ganglion. 

Some question has existed concerning the effec- 
tiveness of coronary vasomotor control, but Carter* 
cites the work of Anrep and Segall (1923) as indi- 
cating that there is an effective vasomotor mechanism 
in which the parasympathetic vagus impulses main- 
tain a state of vasoconstrictor tone and the sympa- 
thetic impulses act as vasodilators. These investiga- 
tors further showed that increase in cardiac output 
results in increased coronary flow through reflex di- 
minution in the tonic effect of vagus impulses. 

Blood flow through the coronaries may be al- 
tered by other factors. Increased heart rate increases 
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coronary flow until a rate of 200 beats a minute is 
reached. Increase in diastolic pressure greatly in- 
creases coronary flow while increase in systolic pres- 
sure does so only moderately’. The last consideration 
is of importance for it indicates the possible danger 
to the myocardium of greatly reducing the diastolic 
blood pressure. 


The data available relating to the manner in 
which structural and mechanical factors, including the 
spinal lesion, operate to affect coronary circulation 
adversely are not extensive at present, but would 
indicate that analysis of the relationship should include 
such states as posture, body mechanics, and the ver- 
tebral lesion. A large part of the effects of these con- 
ditions is exercised through the vasomotor mechan- 
ism, and it is through this mechanism that the effects 
of lesion and of manipulative treatment must largely 
be explained. 


Goldthwait* and others have emphasized the im- 
portance of good posture and body mechanics in main- 
taining normal circulation, and they particularly 
stress the importance of normal diaphragmatic action 
in aiding the return of blood to the right heart. It is 
conceivable that postural alterations might produce 
variations between the coronaries and the aorta that 
would result in some diminution in coronary flow. If, 
as Moschcowitz® holds, arteriosclerosis is due in 
large part at least to mechanical causes and is most 
prominent in the portion of the artery where the 
stress is greatest, as at bifurcations, then it might 
well be that the points of mechanical stress between 
the coronaries and aorta occasioned by postural 
changes would be rendered more susceptible to arterio- 
sclerotic change. Postural and mechanical abnormali- 
ties cannot be divorced from a consideration of the 
spinal lesion and they become important considera- 
tions in osteopathic approaches to therapy. 

Any analysis of the spinal lesion in relation to 
myocardial failure must include the manner in which 
the lesion might decrease the nutrition to the heart 
muscle and thus predispose to insufficiency, and as 
well an explanation of the effects of its removal. 

To attempt to define the spinal lesion is a diffi- 
cult, if not impossible, task in the light of present 
knowledge. It may be described, however, as essen- 
tially the reaction of inflammation on the part of 
paravertebral tissues to some traumatic mechanical 
element accompanied by abnormal joint mechanics, 
abnormal tissue stresses, and in some instances actual 
subluxation. The view of an allopathic writer on 
this point is interesting. Coulter® says that manipu- 
lation is used in four classes of cases: “(1) reduc- 
tion of dislocation, (2) forcible breaking down of 
adhesions, (3) soft tissue manipulation and (4) 
manipulations of joints in which no actual disloca- 
tion has occurred, but where there is a slight defect 
of a character difficult to describe.” Fortunately, we 
are not so much in the dark about this fourth class, 
for the osteopathic school has studied and learned 
much about this thing that the nonosteopathic writer 
finds so “difficult to describe.” The dominant changes 
which have been found to result from the experi- 
mentally produced spinal lesion in laboratory animals 
include disturbed water balance (edema) and altered 
chemistry (acidosis). In explaining the place of the 
lesion in coronary alterations, it becomes necessary 
to discuss not only those lesion changes, but as well 
the reflex mechanisms probably associated with their 
induction, 
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Until studies appear showing more conclusively 
that there is a relatively direct association between 
spinal lesions and the vagal nerve center, it must be 
assumed that the effects of lesion are produced largely 
through the sympathetic division of the vegetative 
nervous system. The laws concerning the distribu- 
tion of impulses entering the cord, and the recog- 
nized fact that the body reacts to harmful influences 
largely through the sympathetics and not the para- 
sympathetics, lend support to such assumption. 


The cervical or upper thoracic spinal lesion can- 
not decrease coronary flow by a simple process of 
sympathetic overstimulation, for such stimulation 
would induce coronary dilatation with increased flow 
rather than constriction with decreased flow. The 
lesion must decrease coronary flow, then, by de- 
pressing the outflow of sympathetic vasodilator im- 
pulses in some manner, thus disturbing the delicate 
adaptive balance between sympathetics and parasym- 
pathetics. Several theories suggest themselves in ex- 
plaining such depression. 


Under the circumstances of normal physiological 
activity, impulses from the somatic zones are pre- 
vented by graded synaptic resistance from overflow- 
ing into vegetative levels to a degree greater than 
necessary to consummate certain vegetative reflexes 
involving somatic structures, such as those governing 
vasomotion. There are evidences, however, that un- 
der abnormal circumstances synaptic barriers are 
crossed and overflow does take place. The viscero- 
motor reflex and the viscerosensory phenomenon are 
examples of this process. In the presence of abnormal 
joint mechanics with tissue alterations, impulses could 
arise in altered somatic spinal tissues sufficiently 
summated to cross to the intermediolateral neurons 
and thus reach the vegetative level. If the rate of 
discharge of these impulses were such that a central 
inhibitory state involving the outflow of vasodilator 
sympathetic impulses became established, the vaso- 
dilator effect of the sympathetics to the coronaries 
would be decreased. The vasoconstrictor influence 
of the vagus impulses would then be relatively over- 
active with varying degrees of coronary caliber de- 
crease resulting. 


Nerve fibers are not easily fatigued. The nerve 
cell body and the synapse are, on the other hand, 
susceptible to fatigue and chemical disturbance in 
their environment. The nerve fiber responds in an 
“all or none” fashion, that is, if it responds at all to a 
stimulus it will be to its maximum capacity to do so. 
This capacity, however, depends upon the nutritional 
state of the conducting fiber. Any factor, therefore, 
which could alter nutrition to, or fatigue the nerve cell 
body of, a neuron would reduce its ability to transmit 
impulses, i. e., reduce its maximum capacity. Burns‘ 
describes the cord cell changes nearest the experi- 
mental lesion as follows: “Nerve cells in the spinal 
segments nearest the lesioned vertebrae show the 
changes already described by various authors for the 
fatigued or mildly poisoned nerve cell.” This would 
indicate that in the lesion there are circumstances al- 
tering the normal metabolism in the cord cells, and if 
the cells affected included the visceral efferent coro- 
nary vasodilator sympathetic connectors, it could be 
assumed that their maximum conduction capacity 
would be reduced with resultant depressed activity 
of vasodilator influence. 


In addition to the above stated condition of de- 
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pressed fiber conduction capacity, there is also to be 
considered the effects of synaptic alterations. In the 
presence of oxygen deprivation and factors produc- 
ing fatigue, the synaptic levels of central connectors 
will be increased*. Increased synaptic resistance in- 
volving the coronary dilator sympathetic connectors 
would depress sympathetic outflow and allow the 
tonic vagus impulses relatively to overact. Thus, the 
conditions found to exist in the laboratory animal 
would suggest that a combination of the effects of 
decreased neuron conductivity and increased synaptic 
resistance could well account for any coronary nar- 
rowing that might rest upon a reflex basis. 

This speaker has elsewhere® expressed the belief 
that local and remote changes in the lesion are prob- 
ably reflexly produced concomitantly. This would 
suggest that most of the local and remote effects of 
the lesion are reflex, the origin being in spinal tissues 
forced to operate in the presence of some mechanical 
embarrassment. Structural alteration would seem to 
be of importance directly as it can produce mechanical 
disturbance. Complete fixation in an abnormal posi- 
tion probably does not produce as much harm as al- 
tered mechanics with motion does. Long and 
Lloyd *** have found no complete fixation deter- 
mined radiographically in cervical lesions thus far 
analyzed. It would seem from what has been said 
that the removal of the initiating factor of abnormal 
joint mechanics in the vertebral column would be the 
major objective in manipulation. This assumption 
has received experimental substantiation, for Burns’* 
has shown that it was not until normal articular mo- 
tion had been returned to the spinal segments of 
lesioned animals that pathologic results disappeared. 
It may well be assumed, then, that the disturbing 
effects upon coronary circulations induced by the 
spinal lesion would be removed with the restoration 
of normal arthrodial movement in the spinal joints. 
Such restoration might include the correction of 
posture and body mechanics, as well as the correction 
of the spinal lesion. The results to be expected from 
manipulative measures which depend for their effect 
upon reflex mechanisms will be determined in large 
part by the pathological changes in the tissues of 
these mechanisms, but the manipulative approach 
has more to offer than any other, even in the pres- 
ence of advanced pathology. 
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Space limitations for this symposium do not 
permit us to describe the various conditions of the 
body framework that are met with in heart disease. 
Congenital anomalies of the vertebral column, pos- 
tural faults, changes in the thoracic cage, and many 
other structural abnormalities and alterations must 
be considered before outlining treatment. The age 
and type of patient also are determining factors in 
the management of the case. 


Osteopathic treatment necessarily includes in- 
struction to the patient regarding rest, diet, and prop- 
erly graded exercises; and the use of surgery, when 
necessary, diathermy, and passive or active manipula- 
tion. It is the purpose of this paper to outline some 
of the methods of correcting articular lesions of the 
upper, middle, and lower cervical vertebrae, the upper 
four thoracic vertebrae, and the corresponding ribs 
and paravertebral structures. 

LESIONS OF THE OCCIPITO-ATLANTOID ARTICULATION 


Normal physiological articular motion.—(a) Lat- 
eroflexion (side-bending) ; (b) Bilateral flexion (for- 
ward bending); (c) Bilateral extension (backward 
bending). 

Type of Lesion.*—Lateroflexion (side-bending) 
to the right side. 

Diagnosis.—The right transverse process of the 
atlas is high in the angle formed by the mastoid proc- 
ess of the right temporal bone and the ramus of the 
mandible, while the left transverse process is low in 
the corresponding angle. Therefore, the right occi- 
pital condyle is downward and medialward on the 
right superior articular facet of the atlas, and the left 
occipital condyle is lateralward and upward. In latero- 
flexing to the left side, the transverse processes are 
not felt to change their positions. 

Normalization (Method No. 1).— 

(a) Position: The patient is supine. The 
physician stands to the left side of the patient’s head, 
and places his right hand lateral to the patient’s right 
temporal bone, while the left index finger is placed 
lateral to the mastoid process of the left temporal 
bone. 


(b) Movements: The patient’s head is latero- 
flexed to the left and maintained in this position for 
some seconds. Then a mild thrust or steady pressure 
by the physician’s left index finger causes the left 
occipital condyle to glide downward and medialward, 
while the right condyle glides upward and lateralward. 

(c) Test for motion: On palpating the trans- 
verse processes of the atlas, they are found to be in 
normal position and will lateroflex to either side; they 
are felt to move and to change their positions in rela- 
tion to the angles. 

Method No. 2: The type of lesion is the same 
as in Method No. 1. The patient is sitting on a stool. 

(a) Position: The physician stands behind 
and to the right of the patient. He passes his right 


*For purposes of describing technic, an arbitrary lesion is chosen 
in this and the following descriptions. These lesions are not necessarily 
present in all heart disease cases, but they are typical. 
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hand in front of the patient’s neck, and places his 
right index finger lateral to the mastoid process of 
the left temporal bone, while the left hand is placed 
lateral to the right temporal bone. 


(b) Movements: The patient’s head is latero- 
flexed to the left. Traction is maintained by pressing 
lateralward with the left hand, while pressing medial- 
ward with the right index finger. A mild thrust by 
the right index finger while maintaining lateral ten- 
sion with the left hand causes the left occipital con- 
dyle to glide downward and medialward, while the 
right condyle glides upward and lateralward. 


(c) Test for normal motion as in Method 
No. 1 


Type of lesion.—Bilateral flexion (forward bend- 
ing). 

Diagnosis.—The transverse processes of the atlas 
are approximating the rami of the mandible. There- 
fore, the occipital condyles have glided downward 
and backward on the superior articular facets of the 
atlas. Upon bilateral extension (backward bending), 
the transverse processes do not change their positions. 

Normalization.— 

(a) Position: The patient is supine. The 
physician stands at the head of the table. He grasps 
the patient’s occipital bone between the left thumb 
and index finger, and places his right hand on the 
patient’s frontal bone. 


(b) Movements: The head is extended bilat- 
erally and maintained in this position. With a rock- 
ing motion, the left thumb and index finger exert a 
forward, upward pressure, while the right hand 
presses backward and downward. This causes the 
condyles to glide forward and upward. 


(c) Test for normal motion as in Method 
No. 1. 


Type of lesion —Bilateral extension (backward 
bending). 

Diagnosis.—The transverse processes of the atlas 
are approximating the mastoid processes of the tem- 
poral bones. Therefore, the occipital condyles have 
glided forward and upward upon the superior articu- 
lar facets of the atlas. Upon bilateral flexion (for- 
ward bending), the transverse processes do not change 
their positions. 

Normalization.— 


(a) Position: The same as for bilateral flex- 
ion lesion. 


(b) Movements: The head is flexed bilaterally 
and maintained in this position for some seconds. 
Then the right hand presses the head forward and 
downward, while the left hand presses backward and 
upward on the occipital bone. 


(c) Test for normal motion as in Method 
No. 1. 
LESIONS OF THE ATLANTO-AXIAL ARTICULATION 
Normal physiological articular motion.—Rotation 
(chiefly). 
Type of lesion.—Restriction of rotation of the 
atlas on the axis to the right side. 


Diagnosis.—The right transverse process of the 
atlas approximates the mastoid process of the right 
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temporal bone and is separated from the ramus of 
the mandible on that side. The reverse is true on the 
left side. Upon rotation of the atlas to the left side, 
the transverse processes are not felt to change their 
positions. 


Normalization (Method No. 1).— 


(a) Position: The patient is supine. The 
physician stands to the right side of the patient’s head. 
He places his right index finger lateral to the tips of 
the right transverse process of the atlas and his left 
hand lateral to the left temporal bone. 


(b) Movements: The operator rotates the pa- 
tient’s head and atlas to the left side and maintains 
rotation traction for some seconds. A thrust is then 
given by the right index finger or rotation is exagger- 
ated by applying and maintaining backward pressure 
with the left hand and forward or medial pressure 
with the right hand. 


(c) Test for normal motion. 
Method No. 2: The type of lesion is the same. 

_ (a) Position: The patient is sitting. The phy- 
sician stands behind and to the left side of the patient. 
He passes his left hand in front of the patient’s neck 
and the left index finger lateral to the tip of the right 


transverse process of the atlas, while the right hand 
is placed lateral to the left temporal bone. 


(6) Movements: The operator rotates the pa- 
tient’s head and atlas to the left and maintains traction. 
A thrust or steady pressure is given by the left index 
finger while rotation traction is maintained with the 
tight hand. 


(c) Test for normal motion. 


ARTICULAR LESIONS OF THE MIDDLE AND LOWER 
CERVICAL VERTEBRAE 


The same methods of correction for occipito- 
atlantoid articular lesions can be used in this region, 
the only difference being that the left thumb and index 
finger are placed posterior to the inferior facets in bi- 
lateral lesions, and the index finger lateral to the in- 
ferior facet of the lesioned vertebra (convex side) in 
lateroflexion lesions; or methods of correction for 
atlanto-axial lesions can be applied, the only differ- 
ence being that the index finger is placed lateral to the 
transverse process and posterior to the inferior facet 
of the lesioned vertebra on the side to which rotation 
takes place. 


LESIONS OF THE UPPER FOUR THORACIC VERTEBRAL 
ARTICULATIONS 


Normal physiological articular motion.—(a) Lat- 
eroflexion (side-bending) ; (b) Rotation; (c) Bilateral 
flexion (forward bending) ; and (d) Bilateral exten- 
sion (backward bending). 


Type of lesion. —Lateroflexion to the right side. 


Diagnosis.—The spinous process deviates to the 
left, the right inferior facet of the vertebra above 
approximates the right superior facet of the vertebra 
below, while the left inferior facet separates from the 
left superior facet. Upon lateroflexion to the left side, 
the spinous process is restricted, or is not felt to move. 

Normalization.— 

(a) Position: The patient lies on his right side 
(concave side). The physician faces the patient. He 
places his left hand lateral to the patient’s right tem- 
poral bone, while the right thumb is placed lateral to 
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the left side of the spinous process of the lesioned 
vertebra. 


(b) Movements: The head and cervical column 
are lateroflexed to the left and upward traction main- 
tained for some seconds. An upward thrust is made, 
using the head and cervical column as a lever. This 
causes the right inferior facet to glide upward while 
the left inferior facet glides downward. 


(c) Test for motion. 


Type of lesion Rotation of the vertebra to the 
left side. 

Diagnosis —The spinous process has deviated to 
the right side; the left transverse process is more 
prominent posteriorly than the right. 

Normalization.— 

(a) Position: The physician and the patient 
are in the same positions as for correcting lateroflexion 
lesions. 


(b) Movements: The patient’s head and cervi- 
cal column are lateroflexed to the left side, rotated to 
the right side, and slightly extended. All _ three 
physiological moves must be maintained. A slight up- 
ward thrust causes motion. 


(c) Test for motion: The spinous process will 
be felt to move and the transverse processes are ap- 
parently in normal relation with the transverse proc- 
esses of the vertebrae above and below. 

Type of lesion —Bilateral flexion (forward bend- 
ing). 

Diagnosis.—The spinous process of the lesioned 
vertebra is separated from the one below it, and the 
inferior facets of the lesioned vertebra have glided 
upward on the superior facets of the vertebra 
below. Upon backward bending or extension, the 
spinous process is not felt to change its position or 
it is restricted in its motion. 

Normalization.— 

(a) Position: The patient is sitting. The phy- 
sician is standing behind, and to the side of, the pa- 
tient. He grasps the patient’s occipital bone between 
the index finger and thumb of one hand, allowing the 
hypothenar eminence to rest on the spinous process 
of the lesioned vertebra, while the thumb and index 
finger of the other hand grasp the frontal bone. 


(b) Movements: The head and cervical col- 
umn are extended and traction maintained, using the 
cervical column as a lever. The tension is increased 
by rocking or forced extension. 


(c) Test for motion. 


Type of lesion.—Bilateral extension (backward 
bending). 

Diagnosis—The spinous process of the lesioned 
vertebra approximates the one below it, and the in- 
ferior facets of the lesioned vertebra have glided 
downward on the superior facets of the vertebra 
below. 

Normalization.— 

(a) Position: The patient is supine. He is in- 
structed to clasp his fingers back of his neck. The 
physician stands to the left side, facing the patient’s 
head. He passes his left hand and forearm around 
the patient’s left side, and underneath the patient’s 
body, placing the hand posterior to the lesioned ver- 
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tebra, or the vertebra below if acting as a fulcrum. 
The right hand is placed. posterior to the patient’s 
occipital bone. 

(b) Movements: The head, cervical and thoracic 
regions are elevated until muscular tension is felt 
down to the lesioned vertebra. This flexion tension is 
maintained while the left axilla presses down on the 
patient’s elbows, moving the lesioned vertebra in a 
backward, upward direction. At the same time the 
patient unlocks the fingers and exhales. 

(c) Test for motion. 
RIBS 

The same correction as for bilateral extension 
lesions with this difference, the left hand is placed 
lateral to the right costo-transverse articulation, and 
the pressure is through the corresponding vertebra. 
This causes a costo-transverse separation and motion, 
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Cardiovascular failures in middle life may be 
classified into four types, each distinctive in its 
clinical manifestations: first, vascular accidents, 
such as cerebral apoplexy; second, coronary acci- 
dents ; third, aortic pathology; and fourth, myocar- 
dial failure. Several of these types may be co- 
existent. 

The principles underlying the application of 
osteopathic philosophy in the management of heart 
failure have been amply discussed. While prognosis 
for cure is unfavorable in most instances, the out- 
look for relief and for the prolongation of life varies 
in each case. 

The diagnostic appraisal is based upon the sum 
total of facts obtained from the history and the 
physical, electrocardiographic, and radiographic ex- 
aminations. 

In cerebral apoplexy, the symptomatology re- 
flects a circulatory defect in the brain. Alterations 
in motion, speech, and nervous reflexes, as well as 
dizziness, vertigo, and mental irritability are char- 
acteristic. The blood pressure, especially the dias- 
tolic, is elevated, and the eye grounds usually show 
direct evidence of arterial hardening. Syphilis and 
renal insufficiency are most often causative. 

When coronary disease is present in the arterio- 
sclerotic heart, precordial distress, angina pectoris, 
and syncopal attacks are common. The arterial ten- 
sion decreases as the pulse increases in rate and 
decreases in volume; cardiac rhythm is disturbed 
and the radiographic study shows decreased or 
irregular ventricular activity or evidence of local- 
ized pericardial adhesions and myocardial infarc- 
tion. Leukocytosis, fever and increased erythrocytic 
rate of sedimentation are common. Deep Q; waves 
and alterations in the RS-T segment of the electro- 
cardiogram, especially in leads IV, V, and VI are 
diagnostic. Diabetes or other metabolic disturbance, 
as well as defective innervation, are usually at fault 
and syphilis but rarely. Sudden death occurs in the 
majority of cases. 

Aortic pathology causes circulatory symptoms 
in the brain—sleeplessness, dreaming, and dizziness 
being most common. Pain, often anginoid, is usual. 
Adventitious signs are elicited at the clinical base 
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ot the heart; variable amplitude of pulse and blood 
pressure is diagnostic. The x-ray shows distinctive 
alteration in the aortic and left ventricular sil- 
houettes and the electrocardiogram indicates a left 
ventricular preponderance (inversion of QRS in 
lead III). Syphilis is the most frequent etiology, 
but streptococcic infection and renal insufficiency 
are important. Syncope and sudden death are 
common. 


Myocardial (congestive) heart failure is charac- 
terized by gradually increasing manifestations in 
all parts of the body—cough, dyspepsia, dyspnea, 
edema, anasarca, bilateral signs of basal and hilar 
congestion of the lungs, enlargement of the liver, 
and faulty renal function. Radiograms demonstrate 
cardiac enlargement and pulmonary thickening or 
pleural effusion. A history of previous infection, 
especially streptococcic, is common; syphilis is rare 
in this condition. Sudden death is uncommon, 
months and often years elapse before the event. 


Absolute rest is required in all cases of heart 
failure, and the return to activity is graduated with- 
in the point of breathlessness. The dietary is low 
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in calories with a high carbohydrate and vitamin 
content. Small meals, often, and restriction of fluids 
are advised. Drugs are of no use in cerebral apo- 
plexy or aortic disease, unless syphilis is present. 
Diathermia, especially short wave, may be used 
when precordial pain is present, and oxygen in- 
halations when dyspnea is severe. Manipulative 
treatment must be directed exclusively to the spinal 
structures, with a frequency depending upon the 
severity of the disorder and the classification of 
the cardiac patient. In Class 1—those able to carry 
on ordinary activity—the usual manipulative treat- 
ment may be given. In Class 2—those unable to 
carry on ordinary activity—stretching and passive 
spinal mobilization are indicated. In Class 3—those 
unable to carry on any activity—the patients are 
treated oftener, but without voluntary movement 
of their bodies. 


Of all the agencies available for the manage- 
ment of heart failure in middle life, but one is con- 
stantly effective—osteopathic spinal manipulation, 
directed with an understanding of the pathological 
physiology and the individual patient's vitality. 


6112 Germantown Ave. 


Cardiovascular Section of the Scientific Exhibit, 
The Philadelphia College of Osteopathy 


OTTERBEIN DRESSLER, D.O., Chairman 
A.O.A. Committee on Convention Scientific Exhibit 


A. Embryology of the Heart.—Complete set of plaster 
models to show development of same. 


B. Anatomy of the Cardiovascular System.—Injected 
cleared preparations of the coronary system; placental 
circulation: dissection of the circle of Willis; live daphnia 
projected to exhibit circulatory apparatus. 


C. Physiology of the Heart——Mechanical models (2) to 
illustrate dynamics of circulation; projections of live 
daphnia on a screen to show circulation and activity of 
the heart. 


D. Pathlogy of the Cardiovascular System.— 
1. Congenital defects: Patent foramen ovale. 


2 Retro- 
gressive proc- 
esses: Brown atro- 
phy of the heart. 


3. Endocardi- 
tis and congestive 
failure: Mural en- 
docarditis; su ba- 
cute bacterial en- 
docarditis (2 
cases); metastatic 
abscesses in the 
spleens from 
above (2 cases); 
chronic mitral dis- 
ease with conges- 
tive failure (cya- 
notic induration of 
the spleen, passive 
congestion of the 
gastric mucosa, 
passive congestion 
of the liver—nut- 
meg); concentric 
hypertrophy of the 
heart; aortic re- 
gurgitation (syphi- 
litic) with left ven- 
tricular dilatation. 


4. Pericarditis 
(1 case). 


Scientific Exhibit of the Philadelphia College of Osteopathy. 


5. Syphilitic Aortitis: Dissected to show valvular 
involvement; aneurysm of aorta to show pressure 
on the trachea: aortic aneurysm ascending limb; 
aortic aneurysm saccular of the arch; saccular and 
dissecting aneurysms of the thoracic aorta. 

6. Coronary Disease: Coronary obstruction (2 

. cases); coronary obstruction with aneurysm of the 

_ left ventricle. 

7. Arteriosclerosis: Arteriosclerotic 
cases); atherosclerosis of the basilar artery: 
atherosclerosis of the pulmonary arteries (2 
cases); advanced atherosclerosis of the abdominal 
aorta. 

8. Hemorrhage: 


kidneys (2 


Apoplexy with hematoma of the 
cerebral ventricles: 
fracture of the kid- 
ney with fatal 
hemmorrhage (au- 
tomobile injury). 


E. Charts. — I!- 
lustrating  statisti- 
cal studies of car- 
diovascular dis- 
ease. 


F. Electrocardio- 
grams. — Thirty- 
nine selected cases 
to illustrate vari- 
ous classical and 
some unusual cases 
with abstracts of 
the clinical case; 
charts to illustrate 
normal electrocar- 
diograms; charts 
to illustrate the 
planes of electro- 
motive forces 
picked up in elec- 
trocardiography in 
six leads. 
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Complete Hysterectomy—Its Place in Surgery* 


ALBERT COLLOM JOHNSON, D.O. 
Detroit 


Why hysterectomy, and to what extent hys- 
terectomy’ The problem oftentimes is a real one, 
but the solution is not so difficult as is that having 
to do with many other operations. For instance, 
the decision regarding amputation of the breast 
appears to be far more important. One hesitates 
as he contemplates the result of bad surgical 
judgment in the treatment of mammary gland 
tumors. To err on the side of conservatism is to 
run the risk of metastasis with the resulting death 
of the patient; whereas, to adopt the radical view- 
point is occasionally to mutilate a patient un- 
necessarily. 


The surgeon’s decision regarding the removal 
of the uterus is arrived at with less fear of mis- 
take. The greater proportion of women who pre- 
sent themselves for treatment of uterine disease or 
dysfunction are approaching the last few years of 
the childbearing period or have already become 
acquainted with menopausal symptoms. Most of 
these women have had one or more children, and 
it is only rarely that we find one who desires more 
offspring. Ordinarily, the victim of uterine pathol- 
ogy gives up her diseased uterus without any 
qualms of regret once she is convinced that her 
sexual life will suffer no ill effects worthy of men- 
tion, and when she understands that the removal 
of the organ is not invariably followed by an un- 
controllable increase in body weight! 


This attitude on the part of the patient, in a 
way, adds to the responsibility of the surgeon. He 
is likely to find it more difficult to sell himself on 
the operation when he finds the patient's sales 
resistance so easily overcome. 


Owing to the technical difficulties encountered 
in some hysterectomies, the operation is not so 
lightly considered by the aspirants to surgical ca- 
reers as is the more common appendectomy. Many 
who gleefully dive in after the elusive appendix, 
and who have no forebodings of calamity to draw 
out the beads of sweat upon their brows, all too 
often turn pale as their searching fingers by acci- 
dent touch little fibroid nodules on the uterus 
lying down below. 

To be sure, the more intrepid ones will over- 
come the empty feeling in the region of their solar 
plexuses and will settle down to their tasks like 
good soldiers and will obtain their specimens, sans 
cervices, which they proudly show to other pro- 
spective customers. 

But it is in the all too-prevalent custom of 
allowing the diseased cervices to remain that cer- 
tain postoperative symptoms have their origin. 

It would be a wonderful thing if womankind 
had been built differently, in respect to the uterus. 
Had Nature been so kind as to place the entire 
organ either in the abdomen, or outside it, the 


*Delivered before the Obstetrics and Gynecology Section of the 
Fortieth A.O.A. Convention at New York, 1936. 


hysterectomy patients would probably receive 


greater benefit from their operations! 


As it is, the uterus does not lend itself to 
removal so easily. It is two-thirds inside and one- 
third outside the abdomen, and the place where it 
is attached is surrounded by a number of structures 
which are prone to embarrass the inexperienced or 
careless surgeon. 

It is very easy to leave the lower one-third in 
situ! It oftentimes appears impossible to remove 
it. As a consequence, too many women fail to 
receive full value for the money they pay. 


Sturmdorf, more than any other surgeon, has 
done much to change the thought of those who 
formerly were in the mood to perform the supra- 
cervical hysterectomy, thereby removing the good 
and allowing the bad to remain. 

It undoubtedly is true that the uterine cervix 
is the first portion of the pelvic organs of genera- 
tion to fall before the onslaught of ascending 
infection. Certainly no gonorrheal pus tube ever 
came into its deplorable state without the cervix 
previously knowing about it. Furthermore, all the 
various other results of infection, such as ovarian 
cysts, metritis, sterility, etc., are due to the open 
portal and cesspool of contamination residing in 
the uterine cervix. If the uterine fundus is dis- 
eased, the uterine cervix is not innocent—not by 
any means. 


We must not get the mistaken notion that 
pathologic bacteria must be present within the pel- 
vic tissues or resident upon the serous surfaces in 
order to bring about the organic changes so com- 
monly found within the female pelvis. 

Not all types of bacteria are capable of mi- 
grating through tissue spaces or along serous 
surfaces. Those that prefer the depths of tissue 
must run the gauntlet of the lymphatic system. 
Those bacteria that prefer to travel upon the sur- 
face are stopped by the patient’s resistance and by 
the protective adhesion formations which serve as 
mechanical barriers. 


And we must not forget that bacterial toxins 
set free from a focus of infection are prone to 
create havoc at a distance. Bacterial toxins often- 
times are permitted to flow long distances before 
they are neutralized by the chemical antagonists 
thrown out by the body. 


Sturmdorf tells us plainly that the common- 
place foci of infection to be found in the cervix 
are responsible for low-grade toxic metritis, endo- 
metritis, ovaritis, etc. If such is the case, is it not 
reasonable to suppose that the common cystic 
ovary is merely an index of the infection to be 
found in the cervix? 

In this connection it is interesting to recall 
the years-old opinion of pioneer surgeons who 
learned by observation that the removal of one 
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cystic ovary was followed by cystic degeneration 
of the remaining ovary. However, if the uterus 
was removed at the time of the ovarectomy, the 
remaining ovary failed to undergo the cystic de- 
generation. In other words, hysterectomy blocks 
the flow of bacterial toxins through the regular 
channels, and the ovarian covering escapes the 
toughening effects of the irritating fluids, and the 
Graffian follicles rupture unhindered. 

Critics are prone to remind us that the meno- 
pausal effects of hysterectomy are deplorable and 
would be prevented whenever a more conservative 
attitude succeeded in saving a uterus. But there 
are many surgeons who are of the opinion that the 
cessation of menstruation is due only to the re- 
moval of the organ of menstruation and not to any 
interference with ovarian function. Following 
hysterectomy, menopausal symptoms, other than 
the cessation of flow, are comparatively rare in the 
practices of those surgeons who have respect for 
living tissue and who consequently use a delicate 
and nontraumatic technic. Indeed, it is the expe- 
rience of most patients to notice some of the 
former sensations of the menstrual period, month 
after month, just as if there had been no surgical 
interference. In time, these cyclic experiences fade 
out, perhaps because the coming of better health 
does away with the discomforts of menstruation. 
The sound woman in perfect health should men- 
struate without discomfort. 

It seems superfluous to discuss the necessity 
for hysterectomy in those cases in which fibro- 
myomatous, or other benign, nodules can be diag- 
nosed clinically. There are a few physicians who 
favor the use of the x-ray for the arresting of such 
tumor growths. Although there may be an occa- 
sional patient who might better be treated by x-ray 
therapy, the consequent damage to ovarian function 
and the likelihood of later recurrence of the 
growths, leads one to question the advisability of 
the method. 

The problem of the precancerous cervical lesion 
is difficult to solve. The choice between complete 
hysterectomy, deep cauterization or surgical am- 
putation, must be made. If the surgeon were able 
to determine definitely the depth of the tissue that 
might some day become cancerous, he could ampu- 
tate the cervix at the proper level and feel confident 
that he had eradicated the disease. If he is unable 
to determine the extent of involvement, radium 
therapy or deep cauterization seem reasonably 
certain. Hysterectomy, complete hysterectomy, on 
the other hand, will cure the precancerous cervix 
for all time. This also is true of the benign tumors 
of all sorts, most of which are beyond the reach 
of the cautery and which are not of sufficient dan- 
ger to call for the destructive action of radium. But 
the hysterectomy in cases having benign tumor 
masses should be complete hysterectomy, for no 
one has the right to say that the cervical portion 
of the uterus is free of tumor tissue even if there 
are no palpable tumor masses therein. The cervi- 
cal stump which harbors a rapidly growing benign 
tumor is capable of trying the skill of the best of 
surgeons. 

The definitely cancerous uterus is a problem 
in itself. Most surgeons lean to the side of con- 
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servatism, being inclined to rely upon radium ther- 
apy. The removal of the uterus wholly or in part 
usually is contraindicated. 

The removal of uteri in which there are no 
tumor masses or so-called precancerous lesions may 
seem somewhat radical to the more conservative 
among us. Physicians for the most part are in- 
clined to treat for long periods of time, the uterine 
infections, degenerations and lacerations, only to 
learn that such efforts seldom restore the patients 
to normal health. It is very likely that complete 
hysterectomy in these cases will do more in thirty 
minutes to make these patients comfortable tnan 
will thirty months of office treatments. 

Many surgeons, always conservative, are of 
the opinion that tissues macroscopically free of dis- 
ease changes should be allowed to remain. For 
instance, it is not uncommon to witness bilateral 
salpingectomy in a patient whose uterus appears 
to be quite normal. It should be a foregone con- 
clusion that a diseased uterus is present if the tubes 
are diseased. If the tubes are removed and the 
uterus is allowed to remain, the patient cannot 
possibly become pregnant and she runs the risk of 
harboring for the rest of her life a diseased organ 
which has very little excuse for being there. (The 
one exception to the last point is the woman who 
needs the bulk of the uterus to aid in supporting 
the abdominal viscera.) There is not much evi- 
dence that the uterus is of importance other than 
as a container for the developing fetus. Once the 
possibility of pregnancy has been removed, the 
uterus, which invariably is a part of the original 
disease process and a site for future carcinoma, 
should be removed. 

If the surgeon’s decision calls for hysterec- 
tomy, the removal of the uterus should include 
the removal of the cervix. The immediate post- 
operative recovery is more rapid and more smooth, 
and the remote effect upon the patient’s general 
health is almost invariably more satisfactory. 


Detroit Osteopathic Hospital. 


Painful Affections of the Lower Back 

Plaster casts should not be used in the treatment of 
sprains or strains. If properly applied they protect the 
joints involved, but their effect is far reaching, both physi- 
cally and mentally. They produce muscle atrophy and 
joint stiffness; their effect on the patient’s mind is de- 
cidedly unfavorable, since they make the patient feel the 
injury must be very serious indeed to require such treat- 
ment. This is particularly true in industrial accident 
cases. 

During the period of ambulatory treatment, suppor- 
tive measures should be supplemented by exercises. These 
at first consist chiefly in assuming corrective positions, 
followed later by exercises which tend to correct faulty 
position and increase the mobility of the spinal joints. 

Manipulative treatment is indicated only if the physi- 
cal examination yields evidence of a disaligned sacroiliac 
joint. The principle of such manipulation is hyperexten- 
sion of the spine and hip ... If this is not sufficient 
then active manipulation by the surgeon may be under- 
taken, with or without an anesthetic. Osteopathic treatment 
is on the whole consistent in these conditions and orthopedic 
surgeons make use of it, only under a different name. (Italics 
ours)—M. N. Smith-Petersen in “A Textbook of Surgery” 
by Frederick Christopher. W. B. Saunders Co., Philadelphia, 
1936. 
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THE FUTURE IN RETROSPECT 


We have been able to discern many of the 
earmarks and directions of movements in socialized 
medicine, and we have been able well in advance to 
advise those in positions of responsibility in the 
profession. Our advice has not always impressed 
those in authority. At times it has been discounted 
as a bugbear. Yet, our then prophecies are today’s 
facts. Whatever digressions or omissions there have 
been on the part of those in authority, have propor- 
tionately robbed the public and the profession of the 
protection expected. The time has come to view and 
to prepare for additional problems. Is the past to be 
redeemed, or will history repeat itself ? 


A few months before the Social Security Act was 
introduced in Congress, President Roosevelt let it be 
known that although health insurance has its proper 
place in a rounded out social security program, con- 
sideration of that phase would have to wait until after 
legislation on unemployment insurance and old-age 
pensions. When the Social Security Act was intro- 
duced, it contained an express provision directing the 
Social Security Board to investigate and recommend 
legislation on health insurance. As the Act was finally 
passed, health insurance was removed from the list of 
the specific subjects to be investigated, but it was 
generally conceded that that did not divest the Board 
of authority to investigate and recommend legislation 
on health insurance. An advisory body set up by the 
Committee on Economic Security was able only to 
make general recommendations at the time the Com- 
mittee made its report to the President, prior to the 
introduction of the Social Security Act, and was given 
additional time to complete its studies and report. 


Among the preliminary recommendations made 
at that time by the Committee on Economic Security 
to the President was the following: “The role of the 
Federal government is conceived to be principally (a) 
to establish minimum standards for health insurance 
practice, (b) to provide subsidies, grants, and other 
financial aids or incentives to states which undertake 
the development of health insurance systems which 
meet Federal standards.” Organized allopathy in its 
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own conclaves condemns health insurance, but at the 
same time sits in government and private councils 
planning the advent of health insurance systems on a 
national scale. The allopathic platform for health 
insurance contains the significant plank that “Patients 
must have absolute freedom to choose a legally quali- 
fied doctor of medicine who will serve them from 
among all those qualified to practice and who are 
willing to give service.” 

Another problem is present in the suggestion of 
Senator O’Mahoney for national incorporation of 
concerns doing interstate business, which if carried 
into effect is expected to amount to a revival of the 
salient features of the NRA. Health provisions 
incorporated in codes under NRA did not discriminate 
against the employment of osteopathic physicians in 
cases of industrial medicine. Organized allopathy 
attempted to have written into the codes that only 
M. D.’s would be permitted to attend industrial cases 
or practice industrial medicine. 


Health insurance and compulsory health provi- 
sion are on foot. State maternal and child health 
plans, state crippled children plans, state child welfare 
services plans, and state public health work plans have 
arrived. Allopathic committees recommended to the 
states that osteopathic physicians be banned as state 
and municipal health officers, and be denied participa- 
tion in state plans furnishing professional services to 
crippled children and needy mothers and children, and 
organized osteopathy in a number of the states has let 
those boycotts be written into law. 


It is the duty of organized osteopathy to insure 
the availability of the benefits of modern-day osteo- 
pathic practice to everyone in the community, regard- 
less of income group, employment status, or station in 
life. Osteopathic physicians are called upon to take 
stock of the modern social aspects of private and 
community health. Officers of divisional (state) soci- 
eties are recognized leaders in their profession. Their 
stewardship extends to the public as well as to the 
profession. Let there be state and local plans for 
osteopathic health education, and health publicity, and 
performance. 

C. D. Swope. 


A NEW YEAR’S RESOLUTION 


Too long and too often have we thought of 
New Year’s resolutions as negative things. We have 
resolved to stop this, to discontinue that, and to 
abstain from the other thing. 


Let us make a positive resolution. Let us be- 
gin now to budget our time and finances so as to 
insure our attendance at two (at least) osteopathic 
conventions in 1937—that of our divisional society, 
and the record-breaking national convention sched- 
uled for Chicago the week of the Fourth of July. 


The inspiration to be derived from these meet- 
ings is not to be measured. At our divisional 
society convention we will find new spirit, new 
determination, new knowledge, improved methods, 
and increased co-operation with organized oste- 
opathy everywhere. This experience will represent, 
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not a sacrifice which we resolved on New Year's 
day that we would make, but a high privilege and 
opportunity—a good investment of time and money. 

Attendance at divisional as well as national 
meetings brings us into intimate association with 
men and women whose hearts are burning with 
high resolve—doctors of osteopathy who are sacri- 
ficing not only their leisure, but also the time when 
they should be treating patients, or developing 
themselves by studying textbooks and current 
journais. They are making this sacrifice not for 
any outstanding benefit which they will derive, but 
rather because of their love for humanity and for 
osteopathy, that great calling to which their lives 
are devoted. 

These workers will be busy in early morning 
sessions, at midday, and late at night, studying the 
problems of osteopathic education, of osteopathic 
research, of osteopathic service to those who need 
it, to make or keep them well. Some of these 
workers will be striving for better, more scientific, 
more efficient, more fundamentally osteopathic hos- 
pitals. Some will be struggling with the problem 
of convincing workmen’s compensation officials, 
legislators, insurance company executives, and oth- 
ers, of the advantages to themselves and to human- 
ity which will accrue from a proper recognition 
of osteopathy. However much these workers may 
have sacrificed in time and money, to get to such 
a meeting, we will find them ready and glad to 
exchange experiences and information with you 
and me. 


We will come to Chicago next summer and 
observe how completely the largest hotel in the 
world is given over to osteopathic meetings and 
osteopathic scientific exhibits and osteopathic com- 
mercial exhibits and osteopathic doctors and their 
families. We will look back with swelling pride 
on the tremendous strides which osteopathy has 
made since the American Osteopathic Association 
occupied a little part of a small hotel in Chicago 
at two successive annual conventions in 1919 and 


in 1920. 


Having congratulated ourselves and our col- 
leagues on the advancement that osteopathy has 
made therapeutically, educationally, legislatively, 
organizationally, and in the field of public relations, 
in these seventeen or eighteen short years, we will 
stop and study our surroundings, and the advance- 
ments achieved in other lines, to see what a com- 
plete perspective will do to our self-satisfaction. 

Chicago has changed, in these years. In 1920 we 
were housed in a hotel that boasted a thousand rooms 
—one of the largest in the city. This year we will 
meet in the Stevens, which has 3,000 rooms, each 
with bath, 

We were thrilled by the power and speed of 
the steam locomotives which brought us to Chicago 
in 1919 and 1920. Little did we dream of the 
streamlined trains that would bring us when next 
we gathered here for a national osteopathic con- 
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vention, nor did we imagine what proportion of us 
would come by still more modern and expeditious 
means of transportation than even the streamlined 
trains. 

Some of us remember how, in the summer of 
1919, we stood on Michigan Boulevard and watched 
one little airplane come to rest in Grant Park after 
its breath-taking flight in bringing mail from Cleve- 
land. Now perhaps we will go out to the airport 
and see the mighty monsters of today coming in at 
frequent intervals from all points of the compass, 
carrying not only mail, but also passengers and 
express and freight. 

Exultantly we will compare the air squadrons 
of today with that one tiny mail plane of 1919. 
Then with a sobering start we will look at the 
progress osteopathy has made—not so complacently 
as we did. We will ask ourselves: “Has our pro- 
fession—has our science—really kept pace? Have 
we been comparing it with the rapidly moving 
procession of civilization, or have we believed we 
were making satisfactory progress simply because 
we were watching some stationary landmark along 
the way?” 


We cannot waste time on negative resolutions. 
To stop doing this or that, means but little. There 
are so many things which must be done—shall we 
go on record with a written resolution, sending 
copies to our divisional and our national association 
leaders, and keeping one to remind ourselves each 
day? 

The airplane of 1919 far exceeded, for speed, 
any other mode of transportation that had ever 
been developed up to that time. But driving com- 
petition or overpowering ambition forced the 
builders and the pilots of airplanes to devise con- 
stantly and progressively better machines. Oste- 
opathy in 1919 was better than anything else which 
the therapeutic world had known, but we who prac- 
tice it, blind alike to growing competition and to 
opportunity, have been content with an early model. 
We have permitted men and women to die, whose 
lives we might have saved. We have allowed the 
gap between ourselves and the allopaths to be 
shortened as they have learned new applications of 
natural healing while we have drifted. We have 
allowed ourselves to be all but throttled by a grow- 
ing politicomedical machine when influential lay 
friends would have demanded justice for our system 
if we had devoted ourselves to the development of 
our science with even half the intensity that has 
characterized the makers of machines. That is one 
reason we must, today, spend so much energy on 
mere negative, nonproductive effort—on a defen- 
sive fight to keep our heads above water—when we 
should be doing positive, productive, things for 
osteopathy and for humanity. 


Now what about that New Year’s resolution? 
Did we resolve a few moments ago to budget our 
time and finances so that we could attend two (at 
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least) conventions this year—that of our divisionai 
society and that of the American Osteopathic Asso- 
ciation? Do we now more firmly determine to 
keep that resolution? Is that enough, or are we 
ready in addition not only to devote a specified time 
each day, to such professional advancement as you 
and I would get from a conscientious study of a 
textbook or a journal, but beyond that to devote a 
definite minimum of time to the unselfish service 
of our profession? If we hold any position of trust 
and responsibility in the osteopathic organization, 
from the highest to the lowest, do we resolve to 
strive more seriously and sincerely than we have 
done in the past? If we hold no such place, shall 
we sit down today, consider where best we will fit, 
and call up or write to someone who is heading a 
committee or a bureau, and volunteer to help? 


REFERRED PAIN 


The whole field of referred pain is much more 
complicated today than several years ago when all 
pains were considered either viscerogenic or somato- 
genic. A statement similar to this is made by Dr. 
Frederick A. Long* in a recent article in Osteopathic 
Digest, the official organ of the Philadelphia College 
of Osteopathy. Dr. Long says it is difficult to differ- 
entiate at times between pains of visceral origin and 
those of somatic production. One surgeon reported 
to Dr. Long within the past five vears that in well 
over 50 per cent of the cases diagnosed as acute 
appendicitis and operated upon as such by him the 
entire symptom picture was produced by factors com- 
pletely outside of the appendix. Most of these factors 
he located in the spine and he included such states as 
faulty posture, poor body mechanics, spondylitis, and 
the spinal lesion. 


Who has not seen the patient who has recently 
had a bad appendix removed, but who still suffers 
with pain of an appendiceal-like character? It is 
known, among osteopathic physicians at least, that 
such referred pain may be somatic in origin and not 
visceral—that the source of the pain may be found 
in spinal joint alterations produced at the time of the 
attack of appendicitis. Dr. Long explains clearly how 
these lesions may be produced and why they remain 
even after the original source of irritation has been 
removed. He gives substance to the arguments for 
both preoperative and postoperative care. 


While simple muscular rigidity of the spine, 
caused reflexly by an inflamed appendix, probably 
does not initiate the pathological changes noted in the 
spinal lesion, such contraction of muscles could greatly 
interfere with normal vertebral mechanics. Irritation 
to joint surfaces results when they are compelled to 
function in abnormal planes, and the well-known 
inflammatory reactions associated with spinal lesions 
are started. Dr. Long says that an understanding 
of this mechanico-physiological phenomenon “helps to 
lay the groundwork for explaining how such a slight 


*Long, Frederick A.: An Osteopathic Consideration of Certain 
Factors in Referred Pain. Osteopathic Digest, Scientific Supplement. 
1936 (Nov.) 2:5-9. Reviewed in the Current Osteopathic Literature 
section of this issue of THe Journat. 
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amount of involvement as the spinal lesion can fre- 
quently produce such disastrous results while gross 
alterations of structure such as found in scoliosis 
often do not create much disturbance.” 


Another phenomenon which makes the diagnosis 
of referred pain complicated is allocheiria, in which 
a stimulus applied to one side of the body is referred 
to the other side. Somatic tissue becomes an area of 
low sensibility in relation to some other and normal 
somatic tissue. In these instances, the levels of pain 
do not coincide with the levels of major lesion reac- 
tions, but will be those of the closest related normal 
level. Hence the pathological changes that occur in 
a spinal lesion can produce referred pain in a somatic 
area in segmental relationship with an organ that may 
or may not be inflamed. Pain, then, may be a liar if 
strict segmental innervation is adhered to in correlat- 
ing somatic and suspected visceral zones. 

Even greater variations in referred pain may be 
found clinically that cannot be explained by the phe- 
nomenon of allocheiria. It is possible that pain in 
the low back (the lumbosacral region) may have 
its origin in somatic or visceral tissues segmentally 
related to nerves of the lower thoracic region. Dr. 
Long says that the explanation may be found in the 
physiology of synapses. Afferent impulses may not 
be able to break through the synaptic barriers at the 
level at which they enter the cord, but they may ascend 
or descend in the cord until a relatively weakened level 
(through spinal alteration or other lesion) is reached 
where the impulses do break through and evidence of 
pain is forthcoming in a region not at all related seg- 
mentally to the original region of inflammation or 
irritation. 

Since pain, usually, is the complaint that sends pa- 
tients to their physicians, this symptom should be one 
that deserves thorough analysis. We of the osteopathic 
profession should not be guilty of sending patients to 
surgery on the basis of pain alone when this symptom 
may be caused by spinal lesions. Neither, as Dr. Long 
brings out, should we be guilty of claiming cure of a 
supposed visceral disorder by stopping pain with spinal 
treatment when such disease did not even exist. One 
reason for the advances which osteopathy has made, is 
found in the fact that osteopathic physicians have been 
blessed with knowledge which has enabled them to 
analyze referred pain more accurately than their con- 
temporaries could do. We must not fail to use this 
knowledge but to be satisfied with it will be fatal. We 
must hold our place in the vanguard professionally, 
in the discovery and utilization of newer knowledge, 
or we will find ourselves overtaken and left behind by 
the rapidly awakening allopathic profession. 

R. E. D. 


THANK YOU 


The Public Relations Committee of the Ameri- 
can Osteopathic Association, and the Central office 
hereby express their hearty thanks to those in the 
field who have responded so loyally-and so quickly 
to the recent request for co-operation. The work 
was one greatly needing to be done and this was 
the best way to do it. 


Special Article 
The Most Dangerous Decade* 


PERCY H. WOODALL, D.O., M.D. 
Birmingham, Ala. 


According to the most reliable statistics avail- 
able, the average woman dying today in the United 
States, has lived slightly more than six decades, 
and the average man slightly less than six. Why 
Mother Nature should favor the so-called “weaker 
sex” is not altogether clear, unless it be for causes 
to be discussed later. 


These six decades are a wonderful source of 
opportunity. From their store the golden ore of 
love and service may each day be drawn, and as 
each day passes there remain twenty-four hours 
less in which to love and to serve before the final 
reckoning. Each day lived leaves the total expect- 
ancy diminished by that much, so the anticipated 
life of the boy or girl, the man or the woman, is 
diminished by each day's existence. 


This fact has been very bluntly stated by 
Frances Quarles, who said, “He that begins to live 
begins to die.” By another more poetically but 
none the less truly: 


“Whether the cup with sweet or bitter run, 
The wine of life keeps oozing drop by drop, 
The leaves of life keep falling one by one.” 


The years so few, the responsibility so great, 
the time so precious, it behooves us to consider 
whether one of these decades is the most dangerous, 
or the most vital, to the end that the dangers may 
be avoided or averted, the disease and suffering 
decreased and the sum total of happiness and serv- 
ice augmented. 


By the most dangerous decade we do not neces- 
sarily mean that decade in which most deaths 
occur, but rather that decade which determines 
more than any other, the limit not merely of the 
number of years to which one shall attain, but 
rather the quantity and the quality of one’s ulti- 
mate achievements—one’s value to society. Mere 
empty years mean nothing. 


That decade is the most dangerous that initiates 
the weaknesses that undermine the inherent re- 
sistance of the individual and predetermines by 
what disease and when he is to die. If such a decade 
can be recognized, the weaknesses discovered and 
remedied, or avoided, it will prove the golden decade 
that not merely multiplies the years, but so fills 
them with accomplishments that society is the 
debtor of the individual until the very end of a 
useful life. It is the decade which, more than any 
others, shall determine whether at the age of 60 
“it might be a good thing” according to the late 
lamented Dr. Osler who was quoting airily from 
Trollope’s “Fixed Period,” “if all were peacefully 
chloroformed .. .” or whether at that age one 
shall be forging ahead with faculties undimmed, 
vitality abundant, and usefulness increasing as the 
years roll on. 


*Delivered before the General Sessions of the Fortieth A.O.A. 
Convention at New York, 1936. 
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According to statistics, the first vear of life is 
the one in which most deaths occur. But for the 
research of a French chemist this toll, great as it 
is, would still be many times greater. To him 
infancy and childhood owe freedom from many dis- 
eases that formerly wrought untold havoc in their 
young lives. The pasteurization of milk, the pres- 
ervation of food, such value as there may be in 
the protective serums and vaccines, the demonstra- 
tion that death lurks in dirt, and that an object to 
be surgically clean must be germfree and sterile, 
are all due to the thought and the painstaking 
experiments of this most modest but greatest of 
the sons of France, Louis Pasteur. 


His work, with other influences, has tended to 
make the first decade of life a protected decade. 
Older minds with knowledge and experience and 
authority can impose their wisdom upon this dec- 
ade better than upon any succeeding one. During 
the first ten years of life, restrictions and regula- 
tions can be enforced with a greater degree of 
certainty than at any later date. Immunity to 
many diseases has been attained by the age of 10. 


By the time the middle of the second decade is 
reached, the independence of the boys and the 
girls begins to assert itself; they begin to think 
their own thoughts, they throw off restraint and 
generally become restive to authority. They must 
experiment and know for themselves. This is 
natural; it is to be expected; it has been the role 
of youth through past generations, yet it marks 
the beginning of this most dangerous, the most 
thrilling, yet, if properly regulated, the most 
glorious golden decade that shall make the future 
full of health and efficiency. 


So I would say that from the middle of the 
second to the middle of the third decade, from the 
age of fifteen to that of twenty-five, is the decade 
that determines more than any other the future of 
the individual measured in terms of longevity, and 
is therefore the most dangerous, and at the same 
time the most promising. 


_ It is the beginning of a new outlook on life; 
childish thoughts and activities are put away and 
the man and the woman emerge. 


The supreme wisdom of adolescence, illogical 
and full of inexperience and fallacies, is mani- 
fested. This is the time of dreams and adventure. 
There is not merely one, there are many, worlds 
to conquer. Consequences are something of which 
no thought is taken and recklessness runs riot. 
The physical senses become rampant and common- 
sense abdicates its throne. 


It is the age in which habits most vital to 
the future welfare are formed and become fixed. 
The tempo of life for the future is set. Habits of 
eating, drinking, posture, as well as others, become 
permanent, either for good or ill, as they are cor- 
rect or vicious. 


Vocations are chosen often by chance regard- 
less of whether they are wholesome or not. Voca- 
tion often determines posture and this has a most 
important bearing upon the future health of the 
individual. 

This is the decade of greatest emotional strain. 
A philosophy of life has not vet matured. 
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This is the decade in which most venereal 
infections with their brood of consequences occur. 


This is the decade of greatest neglect, except 
to the favored few, in physical training. It is with 
joy that I notice that our educational authorities 
are developing the courage and the good sense to 
make serious athletic training universal and com- 
pulsory in our schools and colleges. Heretofore 
the training has been given to those who least 
needed it. Too long such training has been cen- 
tered on track teams, baseball, football, etc., in 
which the most favored physically were selected 
and the major effort of athletic training has been 
devoted to making supermen of these favored few. 
I do not say that this should not be done, but I do 
insist that school athletics be devoted, in the 
greater part, to physically developing the mass of 
students who need it most and not to that small 
number who need it least. What is the advantage 
of training a mind and so neglecting the body that 
it lacks the physical efficiency to support the rela- 
tively overdeveloped mind? Body and mind must be 
developed impartially if the individual is to reach his 
full usefulness. 


Physical training should be for the masses, 
and its goal should be for physical perfection and 
endurance. Physical efficiency is the basis of all 
ichievement. The body is the lowly means 
through which accomplishment is possible. There 
may be rare exceptions to this general rule, but 
physical weaklings have not generally been con- 
querors in any line. 


Success, in any field, in its fullest sense, 
whether in the pulpit or the pugilistic arena, in 
engineering or engraving, in farming or finance, as 
an executive or clerk, poet or plowman, is largely 
dependent upon a sound and efficient body. It is 
true that a few, geniuses we call them, have 
attained success with weak and defective bodies, 
but they have paid an enormous price in pain and 
anguish—and geniuses are very rare. 


Finally it is the decade of greatest physical 
strain and stress. Every boy during this decade 
feels surging through him the desire to excel in 
some field of physical endeavor. In his imagination 
he is a knight, a reincarnated king, a Samson, an 
ancient hero, and he tests his strength and prowess 
in many different ways. Besides this, most of the 
games he plays are competitive. In these, every 
emotion is stimulated to have him do his physical 
utmost. Because of insufficient physical training 
the youth in many instances is unprepared for 
these strains and stresses potentially disastrous. 


The daring of youth brings in its train many 
accidents. These, besides the injuries received in 
competitive games, leave their marks, easily rec- 
ognized by the trained examiner, upon the body 
machine that in mature years remain as weaknesses 
and final determinants of deterioration of body 
functions. Many of these injuries are given only 
passing notice at the time but remain to plague 
and perhaps to destroy the individual in later life. 
The diseases most dangerous in middle life are not 
primarily the infectious diseases, but the so-called 
“degenerative” diseases. It is true that some of 
them may be the remote results of infections, but 
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many are the direct result of adolescent overstrain 
and injury. 

What can we as a profession do to make this 
decade, not merely less dangerous, but even one of 
opportunity, to make the remaining years more 
numerous and with less of disease and more full 
of happiness and service? We, as a profession, are 
not specialists in every line of youth training; but 
there are some things in which we can advise, there 
are others we can do. 


We can insist that more attention be paid in 
our schools to personal hygiene; that the impor- 
tance of a sound and well developed body for the 
battle of life be taught our youth. We can impress 
them with the fact that life is not just for the 
pleasures of today, but that there are active and 
useful decades ahead for which preparation must 
be made. Certainly the human body, the funda- 
mental element in the success or failure of the 
individual, its structure and physiology, its proper 
use and possible abuse, is worthy of more than 
cursory interest. Indeed, this is the most necessary 
of all knowledge. If the curricula of the schools as 
now arranged are too crowded for this, there are 
certainly a number of less useful and practical 
subjects for which this teaching can be profitably 
substituted. Can any knowledge be more important 
than knowing how safely to operate and properly 
to care for this priceless and irreplaceable body 
machine ? 


We can insist that physical training for all 
be made compulsory and that emphasis be placed 
upon physical efficiency and endurance so that 
the body may survive the years to come, and not 
merely be made the means of securing a few years 
of college glory. This means the development of 
the whole body that it may be symmetrical, well 
poised and efficient. 


We can advise employers to give at least as 
much attention to the working conditions of the 
men and women they employ as they do to the 
inanimate machines they use. They do not expect 
these human workers to operate the machines with 
the latter in positions of unbalance and strain, and 
they should, from economic as well as humanitarian 
interest, be as considerate of these human ma- 
chines. 


We can advise on correct posture both while 
working and in leisure. This is a matter of tran- 
scendent importance in matters of health. No ma- 
chine is expected or allowed to operate in the 
malposed, unbalanced, inefficient and disadvan- 
tageous position that the human body is forced at 
times to occupy. It is most distressingly incon- 
sistent that, with the emphasis we as a profession 
place upon body structure, we present such a 
proportion of stoop-shouldered, malposed and 
paunch-protruding members. I sometimes wonder 
whether we really believe in the principles we 
profess. If we do we should give more attention 
to our individual body carriage. 


We can insist that our school children, in 
addition to the other examinations now given them, 
be examined by a physician who understands body 
structure. We can further insist that such examina- 
tions be made periodically, that comparisons be 
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made from time to time, and defects in body struc- 
ture corrected. 


We can advise on matters of sex education 
and venereal prophylaxis and do our part in the 
cure of those infected. 

We can advise upon the emotional problems of 
this decade. 

Our distinctive contribution to the solution 
of these problems is invaluable. It is the applica- 
tion of the principles of anatomical engineering, 
the adjustment of mechanical derangements of the 
body machine. Fundamentally, mechanical order 
in the body, more than any other single factor, is 
the basis for good health. To establish and to 
maintain this will rob the most dangerous decade 
of its malign influence and insure health and 
activity for the longest possible period. 


Designed by the Master Engineer, the human 
machine has been endowed with a wonderful factor 
of safety. There is strength and function in 
abundance. Every organ and tissue is generously 
endowed with ability to stand ordinary wear and 
tear as well as a reasonable overload. Yet there 
is a limit beyond which it cannot go. It is not 
usually the single strain or stress, but repetitions 
and accumulations that wear out the machine. 
There are many diseases in which only mechanical 
factors can be found, there being no discernible 
bacterial or chemical disturbance. The beginning 
of the deterioration is on the mechanical side and 
often directly traceable to some definite injury 
during this most dangerous decade. 

Since it is primarily a mechanism, a living one 
it is true, the body is subject to mechanical laws. 
From disobedience to these, many diseases arise 
primarily and a host of others secondarily. It is 
the dictum of all schools of healing that in general 
germs cannot live in healthy tissues. There must 
be some first cause that renders the tissues vulner- 
able. What causes can be so potent as mechanical 
ones, that decrease nutrition to a part by inter- 
fering with its blood supply, that increase toxicity 
by interfering with drainage, and that disturb 
trophic impulses by disturbing innervation? 

The necessity for mechanical order in the body 
was first appreciated by Dr. A. T. Still, who de- 
clared that “man is a machine.” He said, “As I 
was an educated engineer .. . I began to look at 
the human framework as a machine and to examine 
all its parts to see if I could find any variation 
from the truly normal . . . I began to experiment 
with man’s body as a master mechanic would 
when he had in his charge any machine which 
needed to be kept perfectly adjusted and in line 
in order to get perfect work . . . I worked along 
faithfully, patiently, and hopefully, finding out that 
the human body was just as liable to strains and 
variations as a steam engine, and that after cor- 
recting the strains and variations, health was sure 
to follow.”+ 

Dr. Still was the first anatomical engineer. He 
was the first to conceive of the body primarily as a 
vital mechanism and to declare that proper body 
mechanics is the law of health. He was the first to 
appreciate the fact that minute derangements in 


tStill, A. T.: Osteopathy, Research and Practice. The Journal 
Printing Co., Kirksville, Mo., 1910, preface pp. VI and VII. 
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structure are related to general disease. He was the 
first to affirm that mechanical order in the body is the 
chief consideration in curing disease. He did not deny 
the part that heredity, environment, habit, emotions, 
overuse and abuse of organs, as well as other agencies, 
play in matters of health and disease, but he did insist 
that the structure of the body determines the activities 
of its parts. All else may be perfect but if this per- 
fection of structure be lacking, disease results. He 
furthermore declared that the reparative forces of 
the body lie within itself, that the body possesses 
all the facilities for the manufacture of all remedial 
agencies necessary for its growth and repair. 

Upon these principles have we builded our 
therapy. There are times, however, when it seems 
to me that as a profession we have become pretty 
nearly everything but what we profess to be, 
anatomical engineers. 

This conception of the human body and its 
application to cure of disease not only was thought- 
provoking, but also was startling in its results. 
At first its evidences were clinical results sup- 
ported by a most reasonable and tenable theory. 
Later these theories were thoroughly tested and 
proven by scientific laboratory methods. 

Members of the so-called “regular” medical 
profession which has for sixty years ridiculed and 
derided this idea, not only accept it now, but even 
acclaim it as their own. One of the leaders of this 
profession in the East in a recent bookt declares, 
“The human body to be at its best must be used 
with all its parts in proper relationship. Poor 
health may be found with no diseases of the organs, 
but it is always associated with faulty alignment 
of the body . .. The human body should be con- 
sidered as a machine, and that as such, like any 
other mechanical contrivance, it is governed by the 
laws of mechanical stresses and strains . . . The 
malalignment or faulty mechanics of the human 
machine is likewise a potential of trouble and it 
should be recognized by the physician as such.” 
Further perusal of this book shows the author has 
swallowed the mechanical concept of disease hook, 
line, and sinker, and presents it to his profession 
as an original contribution to the healing art. 

Again I read in the daily press a report from a 
high medical authority that the cause of chronic 
arthritis, rheumatism, is due to poor posture, or a 
structural abnormality, a mechanical disorder. 

Another medical man has gained great no- 
toriety and a corresponding income from applying 
Dr. Still’s principle of cure to the feet alone. 

We are challenged in our claim to be the most 
able to relieve this decade of its actual and po- 
tential injuries, and thus make of it not a menace 
but the promise of a long and useful life. 

Members of the osteopathic profession, we are 
challenged! There are those who would rob us of 
the chief corner-stone of our therapy. For the sake 
of those who need our service let us renew our 
allegiance to the principles that have made us 
great and which have caused our most implacable 
antagonist to try to imitate us, and let us carry on 
as anatomical engineers. 

_.Goldthwait, Joel E. et al: Body Mechanics. J. B. Lippincott Co., 
Philadelphia, 1934, pp. 7-9. 
~~ 617 First National Bank. 


| 
a 
=. 


Volume 36 
Number 5 


CONVENTION NEIl’S 239 


Chicago—Convention City for 1937 


LOCAL COMMITTEE MEETS 


The local convention committee met on December 17 
at the Stevens Hotel, to which meeting all members of 
the Chicago Osteopathic Association were invited. Re- 
ports were read by the chairmen of the various divisions 
of the committee. Drs. R. C. McCaughan, Ray G. Hul- 
burt, and C. N. Clark, all of the Central office, were in 
attendance and were called upon to give short talks on 
the various phases of their work in connection with this 
convention. From these reports and talks, it is evident 
that a tremendous amount of work already has been done 
to make the forty-first assembly one of the largest and 
best in the history of the American Osteopathic Asso- 
ciation. 

The enthusiasm of those in attendance at this meeting 
augurs well for an outstanding achievement in the man- 
agement of a national convention. General Chairman 
“Chet” Morris is a genial and well-liked “boss.” His 
orders will be carried out with alacrity and efficiency. 
Everything is being planned carefully and minutely to 
meet every contingency. This convention, the. committee 
promises, will be run with a smoothness and machine- 
like precision, the like of which has never been seen 
before at a national convention. 

The comfort of Chicago’s guests has come in for a 
large share of consideration. The main lecture hall, the 
section rooms, the scientific exhibit, and the commercial 
exhibit halls have been planned for their easy accessibility. 
The commodious and beautiful Stevens Hotel, the largest 
in the world, is well-fitted to cater to the physical needs 
of the profession. Situated on Michigan Boulevard, across 
from Grant Park, this hotel is noted for being cool in 


summer. It is outside of the area of loop congestion 
and is open on three sides to receive the cooling breezes 
off of Lake Michigan. 


Plan now to attend. Your safety is assured from 
gang wars—Chicago has cleaned up, and, incidentally, 
we rarely see an Indian, except out in front of a cigar 
store. Easterners can come without fear of cowboy 
lariats and six guns. 

R. E. D. 


HAVE YOU SOMETHING OF INTEREST TO 
DISPLAY AT THE SCIENTIFIC EXHIBIT? 


Dr. Otterbein Dressler, chairman of the A.O.A. Com- 
mittee on Scientific Exhibit has put in a call for materials 
for what he hopes to be the largest and best scientific 
exhibit ever shown before a national convention. A huge 
exhibition hall at the Stevens has been planned to house 
this display. It can be reached easily from the street 
level or from the main lecture room. 


Anyone having anything of scientific interest may 
be granted space for exhibit if he will correspond di- 
rectly with Dr. Dressler, stating in detail what he has 
to exhibit and what its scientific worth is. It is under- 
stood that the chairman and his committee, composed 
of Grover C. Stukey, Kirksville, Mo., Jack Turner Wilson, 
A.B., Chicago, G. N. Gillum, Kansas City, Mo., Basil K. 
Woods, Los Angeles, and J. M. Woods, Des Moines, 
Iowa, reserve the right to choose what shall be exhibited. 
The exhibitor must pay the expenses of shipping mate- 
rials to and from the Hotel Stevens in Chicago. Address 
Dr. Dressler at 48th and Spruce Sts., Philadelphia. 


Chicago Convention Committee 


OFFICERS OF LOCAL EXECUTIVE COMMITTEE 
Samuel V. Robuck, Associate 


Chester H. Morris, General 
Chairman 

E. R. Proctor, Honorary Chairman 

Douglas D. Waitley, Assistant 
General Chairman Fred Bischoff, Treasurer 


FINANCE COMMITTEE 
F. F, Peckham, Chairman 
Fact. ITIES COMMITTEE 
V. Reichert, Chairman 
Hotels and Clarke, Chairman 
Scientific Exhibits—C. G. Beckwith, Chairman 
Commercial Exhibits—C. N. Clark, Chairman 
Halls and Furnishings—W. J. Downing, Chairman 
Decorations—Jessie ©’Connor, Chairman 
Banquets—Ann Koll Kelly, Chairman 
Laboratory—William Loos, Chairman. Assistants: A. G. Lambert, 
F. H. Page, A. C. H. Esser, E. J, Drinkall, Cc. H. Davis, 
M. M. Overton, P. F. Meyer, H. C. Sands. 
CLINICS COMMITTEE 
J. S. Denslow, Chairman 
Assistants: S.J. Adamson, W. B. Carnegie, Harold Kerr, R. M. 
Thompson, J. W. Parrish, George O. Rose, J. W. = 
George Tarulis, A. E. Bailey, S. Ed Stanley, M. A. Teng- 
blad, Norman Larson, Walter Dohren. 
ALLIED SOCIETIES COMMITTEE 
M. C. Beilke, Chairman 
William Wood, Margaret Barnes, Hannah Bailey, 
J. Deason, 


General Chairman 


Assistants: 
x H. Carpenter, Charles Stauffer, W. 
Frankowsky. 


Fred B. Shain, Secretary 


NATIONAL PROGRAM COMMITTEE 

Fred M. Still, Macon, Mo., Chairman 

W.. Fraser Strachan, Chicago, Assistant 
Chairman 

R. McFarlane Tilley, New York, Associate 
Chairman 


PUBLIC RELATIONS COMMITTEE 
H. Willard Brown, Chairman 
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Newspapers—D. D. Waitley, Chairman 
Radio—D. B. Heffelfinger, Chairman 
Display Advertising—F. C. Brandenburg, Chairman 
Service Clubs—B. C. Downing, Chairman 
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ENTERTAINMENT COMMITTEE 
Arvilla McCall, Chairman 

President’s Reception—R. N. MacBain, Chairman. Assistants: 
Mary Heffelfinger, L. C. Hanavan, B. E. Walstrom, Cath- 
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TRANSPORTATION COMMITTEE 
D. A. Musselman, Chairman 
Assistant: F. C. Sharp 


be made through E. W. Reichert, 27 E. Monroe St., 


quarters hotel. 


teopathic Association; 


These regulations will be strictly enforced. 


For the meetings planned in connection with the coming convention of the American Osteopathic Associa- 
tion next July, it is well to remember that all reservations for any public space or any meetings of whatever 
nature, to be held in the Stevens Hotel during the week of the convention or during the preceding week, shall 
Chicago, Chairman of the Facilities Committee of the local 
convention committee, who is cooperating under definite agreement with this Association and with the head- 


No exhibit of a scientific nature may be held without the consent of Otterbein Dressler, Philadelphia 
College of Osteopathy, Chairman of the Committee on Scientific Exhibit; no exhibit of a commercial nature 
without the consent of C. N. Clark, 540 N. Michigan Ave., Chicago, 
no demonstration before physicians or lay people, either in a public space or in private 
rooms of the hotel, during this period, without the consent of Fred M. Still, Macon, Mo., Chairman of the 
Bureau of Convention Program, and in any of these cases, without assignment of space by Dr. Reichert. 


Business Manager of the American Os- 
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WHERE OUR STUDENTS COME FROM 


Asa Wittarp, D.O. 
Missoula, Mont. 


This 1936 student listing by states of all students 
enroiled in we regu.ar tour-year protessional course in 
all of our colleges is the tenth such annual listing pre- 
sented. 


The total number of students enrolled on the first 
day of November for each of those ten years, in the six 
colleges which are now recognized was as follows: 


It wiil thus be seen that this year we have the largest 
total! number of students we have had in that ten-year 
period, and I believe have ever had in osteopathy’s history. 


This year’s total increase of 34 students is due to the 
substantially increased attendance in four of our colleges, 
which was sufficient to make up the loss in the other two. 
Four colleges had a total increase of 114 students, the 
other two having 80 less than last year. In 1934 Phila- 
delphia inaugurated a one-year preosteopathic course. 
This year Los Angeles, as per previous announcement, 
required a preliminary of two years of college work, and 
Philadelphia will require the same in 1937. Quoting from 
last year’s report: “It will be interesting to note the effect 
upon matriculation.” Philadelphia has 28 less, Los Angeles 
52 less this year. The number of students reported by 
colleges in each of the last ten years will be seen in the 
following table. 


NUMBER OF STUDENTS REPORTED 

1927 1928 1929 1930 1931 1932 1933 1934 1935 1936 
Chicago College of 
Osteopathy .......... 124 131 140 117 101 81 82 92 111 140 
Des Moines Still 
College of Oste- 
EET siscnianinnnn 226 237 209 203 197 193 221 227 163 177 
Kansas City College 
of Osteopathy 
and Surgery ........ 103 109 117 125 149 150 163 181 194 211 
Kirksville College of 
Osteopathy and 
a eee 639 598 566 607 594 630 623 718 735 789 


pathic Physicians 
and Surgeons ...... 205 217 217 266 298 308 294 279 295 243 
Philadelphia College 
of Osteopathy ...... 262 254 302 387 420 349 343 344 328 300 
Missouri sending the largest number of students 
she has ever sent, for the third year holds the record 
for the largest number of students sent in proportion to 
population. She sent 193 students and has a population of 
3,629,367, which is one student for every 18,800 people in 
the state. Vermont ranks second, though she dropped a 
little this year. She sent a student for every 23,900 popu- 
lation. Maine, next, sent one for every 28,300 of popula- 
tion. Using 120,000,000 as the round number for the 
population of the U. S. (since we are not using the Census 
Bureau's present estimates, but the actual count as of 
1930), we find that if every state did as well per popula- 
tion as did Missouri, that is, sent one for every 18,800 
of her people, we would have over 6,300 students in our 
colleges, or more than three times the number we have. 
If all of us sent a student for every 23,900 of our popula- 
tion, as did Vermont, our colleges would have well over 
5,000 students, or if we all did as well as Maine and sent 
one for every 28,300, our colleges would have over 4,200 
students—more than twice what we have. 


Let the reader figure out how many we would have 
if all did the same as his own state, by dividing the popu- 
lation of his state by the number of students it has, and 
then dividing 120,000,000 by the resulting number. 


In 1934 Mississippi sent the first student she had sent 
to any osteopathic college since we began to compile 
these records. At that time the following was written: 
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“Let us hope that on graduation he will take the gospel 
back and perhaps cause other students to come from 
Mississippi and awaken that state, for it has always beeu 
true that the states sending goodly quotas of students 
to our colleges are the ones most alive osteopathically.” 
Seemingly that student, who is still in college, has already 
exerted an awakening effect or some of the 16 osteopathic 
physicians in that state have been moved, for this year 
Mississippi has three students in our colleges. Another 
totally unexpected showing is from her neighbor, Ken- 
tucky, which reports the unprecedented number of 11 
students in our colleges. With the lay population increas- 
ing in Kentucky, the medical population about holding 
its own, and the osteopathic population decreasing, as 
has been the situation for a number of years, and as 
might be expected under a mixed board, it has looked 
as though when the fine folks we now have in the blue 
grass state pass away osteopathy would pass with them 
This student increase gives us hope. Eleven students, 
sent from 2,614,589 people, which is the population of 
Kentucky according to the last census, is not very many. 
Little Vermont, far away from any college, with one- 
eighth as many people sends 15 students. But Kentucky's 
effort is heartening. No state is osteopathically dead that 
will send students. California with 207 students sends the 
largest number, as she has for six years, but she dropped 
very appreciably this year. Pennsylvania, second with ° 
196, and Missouri with 193, are crowding upon her. 
Georgia, Michigan, Oklahoma, Pennsylvania, broke all 
previous records last year and did again this year. Texas 
and Wisconsin this year send the largest number of stu- 
dents they have ever sent. lowa with 81 students struck 
an all-time low, and Massachusetts has on occasion sent 
twice as many as the 75 which she sends this year. 


Nine years ago, in presenting this first list of students 
by states with comments, in analyzing the factors bearing 
upon our student attendance and the existence of our 
colleges from the legislative angle, the following was 
submitted: “The composite board states—Arizona, Colo- 
rado, Indiana, Kentucky, New Jersey, New York, Oregon, 
Texas, Virginia, Wisconsin, Wyoming and Massachusetts; 
also Rhode Island, which has a medically dominated . . . 
osteopathic committee, and which for practical purposes 
can be listed with them .. . had a combined population 
(last U. S. census [1920]) of 35,200,954. They sent 333 
students to our colleges, or a student for every 105,708 
people in those states. The independent board states and 
Ohio, which has an osteopathic committee of osteopathic 
physicians, had a combined population (last U. S. census 
{1920]) of 61,276,697. They sent 1,137 students to our 
colleges, or a student for every 53,893 people, or just 
twice as many students per population as did the com- 
posite board states.’’* 


This year, nine years later, we find that those same 
composite or mixed board states named above, with the 
District of Columbia added which has acquired a com- 
posite board since then, have a combined population of 
41,744,759 (1930 census) and sent to our colleges 405 
students, or one for every 103,000 of their population. 
The same independent board states named ten years ago, 
and Ohio (though the osteopathic committee’s power in 
Ohio is now far from what it should be) now have a popu- 
lation of 66,671,469 (1930 census) and sent this year 1,293 
students to our college or one for every 51,500 of their 
population. Thus the independent board states continue 
to send “just twice as many students per population as 
do the composite board states.” 


The vital bearing which this, along with the actual 
and relative decrease in the osteopathic population in 
many of these mixed board states and independent board 
states which have had Basic Science Boards imposed upon 
them, has had, is most obvious. “We must be independent 
of organized allopathy in running our schools, in our 


*Willard, Asa: Where Our Students Come From. The Forum of 
Osteopathy, 1928 (Apr.) 2:2. 
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study courses, and in the regulation of our practice if 
we would survive as a profession.” 


The states, provinces, and countries from which the 
students come and the number from each is indicated in 
the following: 


panei Number of Students 
VINCE Popu- 
oR COUNTRY lation ‘27: °2B 35 
QE 2,646,248 0 0 1 2 2 3 a 5 2 4 
- 435,973 Ry 4 3 3 6 8 6 6 9 6 
neue 5,677,251 187 143 117 153 181 199 217 214 253 207 


seve 1,880,999 59 74 70 79 84 62 70 63 77 
2,614,589 2 43 8 4 5 4 4 
2,101,593 4 3 1 1 2 
797,423 21 23 23 26 28 28 26 32 29 28 
1,631,526 3 1 3 3 2 


91,058 0 0 0 
evento 4,041,334 55 53 S56 69 72 77 82 90 88 84 
465,293 7 a 7 


3,170,276 1 1 6 

6,646,697 172 161 179 180 159 146 144 145 137 139 
2,396,040 10 8 10 19 2 3 37. 45 
953,786 14 20 17 13 1 10 11 «#211 
9,631,350 133 124 134 143 174 148 144 172 189 196 
087,497 21 21 30 31 33 34 26 23 16 13 
1,738,765 0 0 0 Oo 0 3 1 1 1 1 
692,849 8 10 1 15 13 9 9 13 9 9 

2,616,556 5 6 2 4 6 o 3 2 3 
5,824,715 14 17 23 24 20 16 23 25 22 37 
507,847 0 0 1 1 1 a a a 1 0 
2,421,851 228 2 2 2 © 
1,563,396 18 16 9 15 8 9 7 9 10 12 
saa 2,939,006 21 17 20 25 23 25 19 21 21 26 
225,565 1 2 14 4 4 4 3 6 4 
486,869 1 1 1 2 1 1 1 1 1 2 
368,336 3 2 
10,374,196 22 42 34 41 36 29 27 20 27 35 
6,162,446 2 3 0 0 0 0 0 0 0 0 
. 2,814,194 1 1 1 0 0 0 0 0 0 80 
4,842,554 2 1 1 1 
a eee 37,932,137 6 7 3 12 9 9 10 7 6 WW 
Australia .. 6,575,255 1 1 0 0 0 1 o 23 83 
Mexico 16,404,030 2 2 0 0 0 1 0 1 1 1 
41,477,827 1 0 0 0 0 0 0 0 0 90 
S. Africa 6,929,000 1 0 0 0 0 0 0 0 0 0 
es sendin 12,590,369 1 0 0 6 1 1 1 1 1 1 
Ireland 2,971,992 1 1 2 2 1 1 0 0 1 
Czech 14,726,158 1 0 0 0 0 0 #0 0 
Russia 156,168,700 2 3 4 3 8 1 1 0 
France 41,834,923 0 Oo 0 0 0 
1 o 0 6 06 06 0 86 
New Zealand ...... 1,587,547 1 60 0 0 6 0 0 1 
Bermuda L........... 27,78 1 0 0 2 1 1 1 1 
Venezuela ............ 3,226,000 1 0 0 0 0 0 80 
China ....... ™ 474,787,386 2.32 2 0 0 0 0 
Colombia .............. 7 7,85 1 "000 1 0 80 
i ae .. 3,638,174 1 1 0 0 0 0 
Germany .. 65,300,000 2 0 0 0 1 
Denmark .. .. 3,590,000 1 0 0 0 0 
Costa Rica .. 527,690 1 1 1 1 0 
7,832,175 1 


* States with Independent Osteopathic Boards. 

+ Has an osteopathic examiner or a committee of osteopathic 
physicians. 

¢ States with Basic Science Boards. 

NOTE—The population of American States is taken from the 1930 
census, and of Canadian provinces and other territories within the 
British Empire from the 1931 census (except South Africa). Other 
populations are from estimates and censuses made within the last four 
years. 

This student tabulation is made possible through the 
cooperation of Russel C. Erb of the Philadelphia college; 
Dean H. G. Swanson and Mrs. Viola Youll of the Kirks- 
ville college; Miss Vera E. Potter of the Los Angeles 
college; Miss Elizabeth Murphy of the Chicago college; 
Mrs. K. M. Robinson of the Des Moines college, and Dean 
J. M. Peach of the Kansas City college. 
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THE RESPONSIBILITY OF THE COLLEGE* 
A. D. BECKER, D.O. 
Des Moines, Iowa 


The osteopathic school of practice had its birth in the 
osteopathic college and it has had much of its develop- 
ment there. May I say further that those of us who have 
given much time and thought and energy to the problem 
of osteopathic education feel keenly the responsibility thus 
inherited. 


The osteopathic school of practice is the tangible 
outgrowth of the idea of one man, its founder, Dr. Andrew 
Taylor Still, who established, and for many years directed, 
the first osteopathic college. It early became apparent 
that in order to formulate a system of practice which 
would be sound and comprehensive in scope and sufficient 
to meet the needs of the physician in general practice, it 
would be necessary to incorporate certain accepted meth- 
ods and practices as part and parcel of osteopathic practice 
and to teach them in the osteopathic curriculum. As a 
result, surgery, antiseptics, anesthetics, parasiticides, and 
narcotics were early incorporated and accepted as a part 
of the osteopathic school of practice. This met with the 
approval of Dr. Still, although it is my personal opinion 
that he was somewhat apprehensive that the effect would 
be to detract from the central theme for osteopathic physi- 
cians—that is, the discovery of the lesion and its correc- 
tion. 


With the continued and increasing growth and devel- 
opment of the profession, organizations of various kinds 
logically were formed: a national organization, various 
state organizations, and many local organizations. Con- 
ventions were held, programs were given, and “many men 
of many minds” brought ideas to these conventions and 
expressed them more or less emphatically and eloquently. 
Personally, I think that all of this is as it should be. 
No one realized better than Dr. Still the fact that the 
development of the osteopathic profession and the osteo- 
pathic school of practice was logically in the hands of 
those composing that osteopathic school of practice. His 
trite and well-known saying, “I have the squirrel by the 
tail. It is up to you fellows to pull it out of the hole,” 
will forever live as an evidence of his appreciation that 
the continued development of the osteopathic school of 
practice was in the hands of its adherents. 

With the extension of the osteopathic course from 
two years to three and from three years to four, and with 
the logical addition of many correlated subjects to the 
osteopathic curriculum, there has been a natural and 
perhaps unavoidable tendency to scatter the attention with 
the possibility of losing the focal point in our vision. 
Pressure from outside has been brought upon the osteo- 
pathic colleges to incorporate into the curriculum certain 
methods and practices, some of which perhaps were ques- 
tionable in their scientific soundness and others of which 
not only did not lend support to the osteopathic concept, 
but in certain instances even were diametrically opposed 
to the fundamenta! and basic principles of ostopathic 
practice. 


Someone in the osteopathic profession formulated 
the phrase “unlimited privileges,” which has caught the 


*Delivered before a meeting of the Associated Colleges of Osteop- 
ath at ae to the Fortieth Annual Convention of the A.O.A. 
at New York, 


| 
GF 88 835 7 15 12 #12 
8 10 11 11 18 16 12 
8 7 10 #12 «#10 9 33 15 
OS 5 5 4 2 0 4 6 6 8 8 
7,630,654 107 94 99 111 97 99 92 91 80 90 
*Iowag .... 2,470,939 91 100 94 95 97 100 107 112 91 81 
* Kan. 
« 
*Me. 
Mass. .................... 4,249,614 119 127 151 74 89 94 97 99 83 75 
*Mich, .................... 4,842,325 77 66 73 72 83 80 77 110 111 136 
*Minn.? .................. 2,563,953 33 41 29 24 22 16 16 11 14 20 
MO, .....eeeeeeeceeeeeeeee 3,629,367 144 135 122 128 135 164 184 187 185 193 
|. eee 0 0 0 0 0 0 0 1 1 3 
Ne Ye cceeeeeeeeseeese- 2,588,066 103 98 110 128 136 113 108 116 113 102 
( OC 2 2 0 0 3 2 2 3 5 3 
680,845 15 8 8 5 3 1 2 2 5 
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fancy and held the attention of many members of the 
osteopathic profession. Today, much of legislation is 
directed, not so much to the protection of osteopathic 
physicians in the practice of osteopathy and those pro- 
cedures which have been incorporated as a part of osteo- 
pathic practice, as to the securing for osteopathic physi- 
cians the unlimited privileges desired by a large group 
of the profession who are sincere in their belief that that 
is the logical and proper thing for the profession to seek. 


As a result of the demands of these law-seeking 
groups, pressure on the osteopathic colleges to add to their 
curricula a full course in materia medica has been great, 
with the result that more and more during the past twenty 
vears the osteopathic colleges have earnestly sought not 
only to preserve the tenets of osteopathic practice as 
early conceived, but also to meet the demands of the con- 
siderable group who felt that the osteopathic school of 
practice should include all known means of therapeutic 
procedure and that such procedures should be incorporated 
into the osteopathic curriculum. It is argued that at least 
we would then be logical in demanding legislation for 
“unlimited * privileges” on an equal basis with the domi- 
nant school of practice. There are times when I cannot 
help wondering whether “unlimited privileges” is not a 
sophistry which may lead us out into the desert of com- 
plete loss of identity as any particular school of practice. 
Please grant me the privilege of saying that I mention 
all of this without prejudice, and without being hyper- 
critical, and without assuming to say whether or not it 
is proper and wise and constructive. I am merely try- 
ing to state the proposition as it appears to one in- 
dividual. 


I feel very strongly that there is a heavy respon- 
sibility on the colleges persistently and insistently to 
direct the attention on the part of students to the logic, 
the scientific soundness, and the wide scope of applica- 
tion of the osteopathic principles in practice. 


I am impressed with the fact that it is while the 
student is in college that he must become adequately 
informed and thoroughly sold on the value of osteopathic 
therapeutics as such. This can be accomplished, in my 
best judgment, only by “precept upon precept, line upon 
line, here a little and there a little,” not only in teaching 
the course in osteopathic principles, but also in every 
subject taught in the curriculum. The logic of the osteo- 
pathic concept must be carefully brought out and thor- 
oughly impressed. It is my opinion that the clinics in 
osteopathic colleges should be conducted largely as osteo- 
pathic clinics, and if and when adjunctive measures are 
used, it should be clearly and carefully pointed out and 
explained that they are adjunctive measures and the 
reasons, if any, for using them should be set forth. It 
is very difficult to sell students or young osteopathic 
physicians completely on the soundness of osteopathic 
principles as applied in practice until they themselves, 
as a result of their own personal experience, have had 
opportunity to see the favorable results from the appli- 
cation of such principles. I am of the opinion that there 
is good, sound judgment in incorporating into the osteo- 
pathic curriculum a course in pharmacology and some 
knowledge of drugs, if properly presented, but I also 
call attention at the same time to the fact that an element 
of danger lies in such incorporation. I do not believe 
any one of us would have osteopathic physicians believe 
in osteopathy because they were ignorant of all other 
systems or methods of therapeutics, but rather we would 
have them believe in’ osteopathic therapeutics be- 
cause, with all of this information as to other methods 
of therapeutics, they choose osteopathy as being the most 
scientific, the most useful and the most generally ap- 
plicable principle of treatment. That, I think, is the 
high idealism of the colleges today. 


I spoke of possible danger in adding to the osteo- 
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pathic curriculum other methods for purposes of intelli- 
gent comparison. Dr. Still at one time said, and I take 
it for granted that he had just this very problem in mind 
in saying it, “Our therapeutic house is just large enough 
for osteopathy and when other methods are brought in, 
just that much osteopathy must move out.” It is a 
statement which would make any thoughtful person pause 
and carefully consider. It is my best judgment that upon 
the osteopathic colleges rests the responsibility of keep- 
ing alive and in full flame the torch which has lighted us 
thus far and to which we must look for light in our con- 
tinued march in the building of a great profession whose 
service to humanity is second to none. 


Des Moines Still College of Osteopathy. 
720-722 Sixth Ave. 


BUREAU OF CENSORSHIP 
O. M. WALKER 
Chairman 
Bloomfield, N. J. 


The second in this series of articles on the A.O.A. 
Code of Ethics is written by Dr. Chester D. Losee, West- 
field, N. J. Dr. Losee has served two terms as president 
of the New Jersey Osteopathic Society, and is now serv- 
ing his second term as president of the Eastern Osteo- 
pathic Association. 

oO. M. W. 
THE DUTIES OF PHYSICIANS TO EACH OTHER AND TO 
THE PROFESSION AT LARGE 


If physicians were all honorable men and women 
there would be need for neither codes nor contracts. 
Gentlemen usually act like gentlemen, but sometimes cir- 
cumstances alter their actions. Two gentlemen attempting 
to pass through a narrow doorway will both step back 
with the words, “After you, Doctor.” But put those 
same two men in automobiles and start them for a narrow 
bridge and each will step on the gas. 


There are certain parts of Chapter II, Article I, of 
our Code which should be clarified a little. Section 6 
tells us just what advertising is permissible and what is 
not. It is considered unethical to place any kind of an 
advertisement in the classified section of telephone direc- 
tories. If it is sanctioned by local custom or usages, and 
not used so as to take unfair advantage of any other 
individual or group, one may place an advertisement in 
the local newspaper, in programs, etc., providing this ad- 
vertisement does not include more than a simple dignified 
statement by the practitioner, institution or group en- 
gaged in general practice, such as name, profession, 
address, telephone number, office hours. If the doctor is 
a specialist, he may mention the name of his specialty. 
He may list the names of the organs, or class of cases, 
but not the specific diseases treated. 


It is quite right to educate the public about osteop- 
athy by the use of proper educational material. Of course 
there is none better than the OstropatTHIc MAGAZINE and 
OstropatHic HEALTH which are published by the American 
Osteopathic Association. But if one wishes to use other 
literature, or perhaps send out some of his own composi- 
tion, it must consist of such material as will harmonize 
with the consensus and best interests of his fellow prac- 
titioners in the geographical or specialty group concerned 
Such material shall be of the kind associated in the well- 
informed public mind with proper professional standards 
and not of such nature as to offend the intelligent friends 
of osteopathy. 


Now let us remember that we are all part and parcel 
of the profession. We suffer not only for our own acts, 
but also for the acts of every other doctor in the profes- 
sion, even though thousands of miles may separate us 
If Tom Jones, D.O., in a small town in New Jersey is 
boastful, undignified or perhaps dissipated, and tops that 
with a display advertisement in the telephone directory, 


oh 
; 
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people in that community form a pretty poor opinion of 
the osteopathy that Tom Jones exemplifies. They write 
to relatives at various places and advise against osteop- 
athy, thinking that osteopathic physicians are all alike. 
These same people may some day move—possibly to a 
town with an osteopathic hospital, but there is still that 
insurmountable barrier. Tom Jones did a poor job but a 
thorough one, he forgot that gentlemen always act like 
gentlemen. 


We may think our case is different—but it really is 
not. Let us take stock. Let us go outside our town and 
cover the county. Do all the really good doctors, 
dentists, or lawyers advertise in telephone or other direc- 
tories? They do not, and neither should we. Do they 
regale friends and acquaintances with stories of their 
prowess? They do not, and neither should we. Do they 
belong to their local, state, and national associations? 
Indeed they do, and so should we. 


That is why we have a Code of Ethics. It is an 
attempt to put on paper the things that will make Tom 
Jones a better and more respected man in his community 

Cuester D. Loser. 
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REPORT ALL CONTRIBUTORY FACTORS IN 
LOW-BACK CASES 


A controversial difficulty under the Workmen’s Com- 
pensation law is evidenced by one plea for aid received by 
the Bureau this past month. An official of the employing 
company definitely ordered a disabled employee to go to a 
nonosteopathic physician for examination and treatment, stat- 
ing that unless the employee complied, he would lose further 
compensation benefits. The medical director of the company 
in question stated that the disability was a recurrent one, that 
the workman had received osteopathic manipulative treat- 
ment for it on a previous occasion, and that, therefore, it 
was believed there might exist focal infection which con- 
tributed to the disability. To determine this, it would be 
necessary to investigate the case from the “medical” angle. 


It is our duty to convince the public that searching for 
focal infection is a routine procedure in osteopathic examina- 
tion and does not require the additional services of a non- 
osteopathic physician. This Bureau urges that every physician 
who engages in industrial work carefully examine each 
patient, make complete records of the findings, and report 
to insurance companies sufficient information to prove that 
osteopathic physicians recognize all contributing factors in 
low-back conditions. Treatment should be administered 
according to the individual case. If patients are properly 
examined and treated and complete reports made to all inter- 
ested parties, this practice will bear much greater weight 
than articles in journals and in pamphlets or industrial con- 
ferences. Executives both of insurance companies and of 
industrial concerns seem anxious and willing to co-operate 
whenever it is to their advantage to do so. We believe that 
favorable attention may be gained for the osteopathic profes- 
sion through educational literature and conferences, but in 
the final analysis the records of individual osteopathic physi- 
cians handling industrial cases will convince the one who pays. 


We wish to call attention to an article in The Journal of 
the American Medical Association for June 6, 1936, on “Free- 
dom of Choice of Physician in Industrial Medicine.” Under 
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the New York law, the freedom of choice of a physician has 
been thoroughly established. 


Following in the footsteps of New York, the Missouri 
Medical Association suggests in its legislative program for 
this year “4. That a study be made of Missouri Workmen's 
Compensation law with a view of introducing amendments 
which might make the law as effective as that adopted by 
the State of New York and to include the right of free 
choice of physician.” 


This Bureau requests that all chairmen of state com- 
mittees on industrial and institutional service send their full 
names and addresses to the secretary, Walter E. Bailey, 245 
Frisco Building, St. Louis, and a copy to the Central office 
in Chicago. 

Watter E. Baitey. 


LOW-BACK DISABILITY—DISEASE 
OR ACCIDENT? 


E. P. MALONE, D.O 
Miami, Okla 


The Journal-Lancet (Minneapolis) for November 15, 
1935, carried an article entitled “Alleged Sacroiliac 
Strains” by L. J. Stauffer, M.D., in which the author 
argued that “sacroiliac strain and lumbosacral strain are 
not accidents within the meaning of the workmen’s com- 
pensation acts.” This paper was presented originally be- 
fore the meeting of the Great Northern Railway Sur- 
geons’ Association, Glacier Park, Mont, July 1, 1935 
Dr. Stauffer frankly stated that his purpose is “to ad- 
vance” the idea which he presents. 


His reason for believing that this nonaccident theory 
should prevail for all cases is as follows: “There is one 
pathological cause at the bottom of all of them and that 
is an arthritis, which is chronic in nature.” Therefore, the 
condition is disease and not accident. 


In this sweeping statement Dr. Stauffer puts all low- 
back conditions in the same class, ignoring the fact that 
young people frequently have injuries of this kind; that 
many cases which show lipping, spurs, etc. on the x-ray 
recover with proper treatment with no change in the 
spurs, and that bony deposits may be present without 
symptoms or disability. 


To show that there are court records in accord with 
this disease theory, he cites a decision in a hernia case 
under the Georgia Workmen's Compensation Act in 
which it was held that: 


Hernia [resulting from] an act done by an 
employee in the ordinary performance of the 
duties for which he is employed, when done in a 
manner not unusual or unexpected... does not 
constitute an injury or accident. 


Dr. Stauffer then comments: “the same principle will 
apply to our alleged industrial accident of sacroiliac 
strain.” 


He then cites two back injury cases, one from Okla- 
homa and the other from Louisiana in which pre-existing 
disease was shown, but in which an award was made in 
favor of the injured worker. 


In the Oklahoma case the court said in part: 

The fact that an employee is suffering from a 
diseased condition does not necessarily bar him 
from the right to compensation in case of injury 
and disability. An award may be had for dis- 
ability caused by an injury arising out of and in 
course of employment, if the injury aggravates an 
existing disease 

Oklahoma Gas and Electric Co. v. Slocum 
(Okla.), 15 P. (2nd) 29. 


In the Louisiana case, a part of the language of the 
decision is as follows: 
The plaintiff, in the course of his employment, 
strained a sacroiliac joint. Infection followed this 
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strain and complications arose in the sacroiliac re- 
gion, prolonging the disease and aggravating the 
plaintiff's condition. Ten physicians who testified 
concurred in the opinion that the plaintiff's condi- 
tion was worse because he had not received proper 
treatment immediately after the accident .. . 

It is probably true that his continued disability 
has been contributed to by disease independent of, 
or possibly connected with, the original injury, 
causing prolongation of the ‘ailment and slowness 
of recovery. 

However, even if this is true the right to re- 
cover compensation will not be unfavorably affect- 
ed thereby . It is sufficient [for recovery under 
the Employer's Liability Act of Louisiana] if the 
disability is the result of a condition arising from 
the injury, or that the injury is a contributory 
cause of the disability. 

Anderson v. Louisiana Oil Refining Corpora- 
tion. La. 134, So. 343. 


One would be perfectly safe in saying that although 
resistance to payment in these cases, which made a 
hearing or trial necessary, was intended to save money 
for the insurance carrier, in the end it was far more ex- 
pensive than it would have been to provide treatment cor- 
rectly immediately after the accident. 


Dr. Stauffer damns such decisions. He introduces 
them only to condemn them as horrible examples of 
justice gone astray. In his opinion the cases in question 
were chronic arthritis and therefore the insurance carrier 
should have been absolved from the payment of com- 
pensation. He says: 


The .. .two decisions leave a condition through 
which the malingerer can obtain some very easy 
money. All he has to do is to get a job which 
entails a little lifting, and some day, with wit- 
nesses present, complain of a sudden pain in his 
back; go to the timekeeper and report that he has 
strained his back while lifting, and then give the 
same story to the doctor. If the doctor reports 
that the man has sustained a sacroiliac strain, it is 
just too bad for the insurance carrier .. . 

Most of the men who have these alleged acci- 
dents are men about fifty years of age with a 
chronic arthritic condition of the sacroiliac joints 
and vertebrae. 

When we examine their mouths, we are likely 
to find a lot of old toggled-up bridge work, 
hooked onto dead teeth which have root ab- 
scesses; and very often the tonsils are chronically 
diseased. 

X-ray examination will show a chronic arthri- 
tic condition of the sacroiliac joints, and the ante- 
rior parts of the vertebrae will show the charac- 
teristic “lipping.” 

When these cases come in, I inform them that 
they have an illness and not an injury within the 
meaning of the compensation acts. 


One wonders whether these patients always accept 
without question Dr. Stauffer’s dictum that-the condition 
is disease rather than accident: or whether they do not 
often, as in the two cases cited above later, collect awards 
from the insurance carrier many times larger than the 
cost of proper treatment would have been at the outset. 


Dr. Stauffer presents brief reports of six cases in 
support of his argument, but in none of them does he 
say that the x-ray disclosed evidence of the arthritis 
which he says is universally present. The average age 
of his six cases is thirty-eight instead of fifty years. Thus 
they do not seem to strengthen, but rather to modify, 
his statement that chronic arthritis is “at the bottom of 
all” low-back disability. 


It is not something new, the knowledge that low- 
back conditions, which cause disability and lost time in 
industry, are not always the result of accidents. This 
is one of the twin contentions which insurance carriers 
have always used in contesting compensation and treat- 
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ment for back injuries. The other contention is that the 
claimant is malingering. 


The claimant may be a steady worker with a good 
reputation who has never previously drawn compensa- 
tion. His disability may date from a definite time when 
he sustained a fall or other injury, but if he is found 
to have some suspicious teeth or if his tonsils show 
evidence of chronic infection, it will be argued that his 
disability is not the result of an accident, as he claims, 
but is caused by pre-existing disease. Compensation and 
treatment may be withheld pending a hearing. Several 
weeks, or a month or two or more, may elapse before 
the hearing is held. Meanwhile the injured man may 
be drifting into a state of chronic disability for lack of 
attention to an articular lesion which might easily be 
corrected. Evidence of arthritis, which will be visible in 
the x-ray picture, may be developing which was not there 
when the injury occurred. 

If no focus of infection is found and there is no evi- 
dence of arthritis, and if the disability lasts longer than 
the healing of a simple muscular strain would take, the 
aid of the second of this useful pair of twins is invoked 
and the claimant is accused of malingering. Successful 
malingering, it is claimed, is possible because of the ob- 
scure nature of the back injury and the difficulty of 
making a positive diagnosis. Dr. Stauffer’s contention is 
that the workers have been quick to recognize this oppor- 
tunity and to take full advantage of it. 

No experienced person, I think, will deny that there is a 
measure of truth in this. Malingering does exist. It is 
my belief, however, that malingering at the outset is not 
at all common; that malingering and exaggeration are 
largely the product of faulty diagnosis, ineffective treat- 
ment and the attitude of insurance workers who contact 
the injured—this attitude growing naturally out of the 
errors on the part of the doctors. 


If the obscure nature of the back injury creates an 
opportunity for malingering on the part of workers, it 
also makes it natural for insurance carriers to raise the 
suspicion of malingering in cases of genuine injury. It is 
not meant that this is done deliberately and in the full 
knowledge that an injury exists. The insurance worker 
must depend on the doctor for his information in dealing 
with the case. The doctor is the expert and when he is 
committed in advance to the belief that every case is one 
of illness, or that malingering is the rule, and particularly 
when he is ignorant of the structural derangements, such 
as the osteopathic physician finds and corrects with such 
striking results, there is little for the insurance worker 
to do but to resist payment. 


When a hearing is held, the testimony presented is 
often so contradictory that a decision giving full justice 
is impossible. In spite of the most liberal award possible, 
the disabled worker always loses a_ substantial sum in 
wages and the case costs the insurance carrier far more 
than it should. 


It is doubtful whether insurance carriers can make 
any more effective use of Dr. Stauffer’s illness theory than 
they have always made. It has always been recognized 
that low-back disability can be caused by disease as well 
as by accident. It is probable that the disease factor is 
always given due consideration when it is positively 
shown. Many times, for example, an award of compensa- 
tion will be made for a shorter period than the claimed 
disability period. Dr. Stauffer’s case number 6, that of a 
patient who claimed nine months disability and who was 
awarded compensation for a period covering four months, 
is a case in point. There would be no reason for such 
fractional awards unless one or the other of the claims 
of the insurance carrier had been given full weight. 


The theory and purpose of the workmen's compensa- 
tion laws have been well stated in a widely quoted de- 
cision of the supreme court of Oklahoma in the following 
words: 

The compensation act was passed for the special 
benefit of injured workmen. The legislature intended 
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the benefits of the act to flow to the injured workmen 
and their dependents in order to afford them a living 
and prevent them from becoming public charges. 
Many provisions are contained in the act in order to 
accomplish this purpose. The Industrial Commission 
is the instrument through which the act functions 
... The powers of the commission are to some extent 
fiduciary ... 


This language places the commissioner definitely on 
the side of the injured worker. To the extent his powers 
are fiduciary, he stands in the relationship of trustee or 
guardian of the injured. 


The two decisions cited by Dr. Stauffer are in accord 
with this theory. Before his idea of 100 per cent arthritic 
disease could become operative in the interest of the 
insurance carrier, which is plainly what he is proposing, 
the whole intent and wording of the compensation laws 
would have to undergo fundamental revision at the hands 
of the various state legislatures. The trend of the times 
is not in this direction, but definitely in the direction of 
more liberal provisions and greater advantages and se- 
curity for the ailing and injured. 


In view of all this, and in view of the fact that chronic 
focal infection is so often present in the human body and 
that injured spinal joints are prone to develop arthritis 
in the presence of this infection, a proper and probably 
much less expensive attitude would be for the insurance 
carrier to accept his responsibility, and to provide prompt- 
ly the best possible treatment for the condition. These 
cases would then be referred routinely to the osteopathic 
physician. The treatment of focal infection would go 
hand in hand with proper attention to the spinal injury 
and all interested parties would benefit. 


LEGAL AND LEGISLATIVE 
A. G. CHAPPELL 
Jacksonville, Fla. 

Legislative Adviser in State Affairs 


Arizona Basic Science 

The basic science law in Arizona which was adopted 
by referendum and was in force for three years was 
voided by the supreme court on June 17 on the grounds 
of its having been adopted at a special instead of a gen- 
eral election. (Jour. Am. Osteo. Assn. July, 1936, p. 
345). The legislature on November 27 adopted another 
basic science law as an emergency measure to take effect 
at once. It provides for a board of five members to serve 
six year terms. They are to be appointed by the board of 
regents of the state university from among the profes- 
sors, associate professors, or assistant professors on the 
faculty. They shall examine on the subjects of gross 
anatomy, physiology, pathology, chemistry, bacteriology, 
and hygiene. The examinations are to consist of ten writ- 
ten questions in each subject “of such a nature as to con- 
stitute an adequate test as to whether the person so 
examined has such knowledge of the elementary principles 
of such basic science as is taught at the University of 
Arizona in one year’s instruction of thirty-six weeks. . .” 
Appeals from the board’s decision may be made to the 
superior court of any county in the state. Exemption is 
provided for optometrists, dentists, midwives, and nurses, 
also those practicing their religious tenets, provided they 
do not administer drugs or medicine or perform surgical 
or physical operations. The fee for examination is $20.00. 
Every person practicing any of the healing arts in the 
state at the time of passage of the law shall secure a 
basic science certificate, on the basis of such practice, for 
a fee of $3.00. 


Practice by Corporation in New York 


In the case of the People vs. The Life Extension In- 
stitute, a judgment was filed in the supreme court of the 
state of New York on October 24, 1936, by a referee. It 
was charged that the acts of the defendant corporation 
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have constituted the practice of medicine; that making a 
physical examination and disclosing its findings to the 
examinee is diagnosis; that diagnosis itself, though unac- 
companied by advice, prescription or- treatment, consti- 
tutes the practice of medicine in both a medical and a 
legal sense.. Revocation of the Institute’s charter was 
asked for. The Institute contended that it had done only 
what its charter authorized; that it had not engaged in 
the practice of medicine; that it had acted in good faith 
for the prolongation of human lives and the benefit of 
society, and that if the court decided that any of its acts 
were in violation of the prohibition against the practice 
of medicine by corporations, it would discontinue them. 
It was agreed by the parties to the suit that the Institute 
will not engage in making physical examinations or make 
reports and recommendations based thereon; that it will 
not advertise that it is engaged in making physical exami- 
nations or making such reports and recommendations; 
that it will not employ any physician in its behalf to 
make such examinations or reports. The right was re- 
served to the Institute to contract with physicians to 
provide them offices, laboratory facilities, work or serv- 
ices, financial assistance, clerical and other lay help, files, 
records, data, statistics or other utilities and services not 
of a medical character. It reserved the right also to con- 
tinue, broaden and enlarge its general educational efforts 
in the interest of life extension and public health. 


Wisconsin Chiropractors and Medical Relief 

The attorney general of Wisconsin on July 24 passed 
on the question whether the term “medical relief,” in the 
law requiring a municipality liable for the relief of an 
indigent to provide “temporary medical relief” when 
reason therefor exists, includes chiropractic treatment. It 
was pointed out that it has been held repeatedly that 
chiropractors are not physicians in Wisconsin. It was 
pointed out, on the other hand, that the term medicine 
relates to the science of preserving health and treating 
disease, whether it involves the use of rnedical substances 
or not. “The practice of chiropractic is generally recog- 
nized as a healing art designed to repair abnormal states 
of the body. The laws of this state regulating chiropractic 
are a part of Chapter 147, entitled, ‘Treating the Sick.’ 
Our supreme court . . . stated that for the purposes of 
that chapter ‘their treatment [chiropractors] is medical 
treatment.’” It was therefore held that for the purpose 
in question medical relief includes relief given by chiro- 
practors. 


More Power to Wisconsin Board 


The legislature last winter amended the Wisconsin 
law in two places. Additions were made as indicated by 
the words in brackets below: 


“Applicants for license to practice medicine and sur- 
gery [in addition to having a diploma from a reputable 
professional college approved and recognized by the 
board] shall present also satisfactory evidence of having 
completed a two years’ college course in physics, chemis- 
try, biology, and either German or French. . .” 

“The board may license without examination a person 
holding a license to practice medicine and surgery, or 
osteopathy and surgery, in another state, if in such states 
the requirements imposed are equivalent to those of this 
state, upon presentation of the license and a diploma 
from a reputable professional college [approved and 
recognized by the board]. . .” 


The Medical Witness 


Avoid technical terms if possible. If not, explain 


promptly and simply. To a layman, one hundred and four 
degrees is a high fever, not a hyperpyrexia; to him an 
ecchymosis is a bruise. Put yourself on an apparent mental 
parity with the jury. Speak their language. Nothing will 
so quickly or so effectively antagonize a jury or render it 
sublimely indifferent as a learned discourse in a, to it, 
M.D., 


foreign language.—Philip Work, The 
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National Board of Examiners for Osteopathic 


Physicians and Surgeons 


CHARLES HAZZARD 
President 
New York 
TWO CERTIFICATES AWARDED 

The National Board of Examiners for Osteopathic Physi- 
cians and Surgeons announces the awarding of certificates to 
two applicants who passed the final examinations at the time 
of the New York convention, Dr. Margaret A. Barnes, Chi- 
cago, who receives certificate No. 1, and Dr. George S. 
Rothmeyer, Philadelphia, who receives certificate No. 2. 

These applicants, who had already passed Parts I and II 
of the examination, took Part III, the final test, at that 
meeting. 

Parts I and II of the examination are written, and 
according to the constitution of the board they shall be given 
not more than twice yearly at one or more of the recognized 
colleges of osteopathy. Part I covers the following sugjects: 
anatomy, including histology and embryology; physiology; 
physiological chemistry; general pathology; bacteriology, in- 
cluding parasitology and immunology. 

Part II covers: surgery, including applied anatomy, surgi- 
cal pathology and surgical specialties; obstetrics and gyne- 
cology; pediatrics; neuropsychiatry and therapeutics; public 
health, including hygiene and medical jurisprudence; osteo- 
pathic theory (principles) and practice. 

Part III which, as has been said, was entirely clinical and 
practical, is in the following subjects: anatomy; physiology ; 
pathology ; therapeutics; clinical chemistry, clinical microscopy 
and dermatology; operative surgery and the surgical special- 
tics of the eye, ear, nose and throat; optometry; obstetrics 
and gynecology; physical diagnosis; public health, including 
sanitary bacteriology and the communicable diseases. 

Twelve questions are asked in each subject. The first 
five must be answered and the applicant may select any five 
out of the remaining seven. The average grade must be at 
least 75 in all subjects of each part with no single subject 
lower than 60. 

The board announces that the divisional societies in a 
number of states are working out the necessary provisions 
for securing recognition of the certificates of the National 
Board. 

At the board meeting in New York, Dr. Charles Hazzard 
was reelected president of the board, Dr. W. Curtis Brig- 
ham, vice president, and Dr. Asa Willard, secretary- 
treasurer. Other members of the board are: Drs. Edgar 
©. Holden, T. T. Spence, Margaret jones, P. W. Gibson, 
S. V. Robuck, E. A. Ward, A. D. Becker, C. Paul Snyder, 
Lester A. Daniels, Arthur Taylor, C. D. Swope, and John 
E. Rogers. 

COMING EXAMINATIONS 

Examinations in Part I will be held at the various 
approved schools of osteopathy on January 11 and 12, 
1937. Proctors have been appointed to conduct the 
examinations in each of the schools. 

Any person of good moral character who has satis- 
factorily completed the first two professional years of 
instruction, or their equivalent, in any college of osteopathy 
approved by the American Osteopathic Association is 
eligible to take Part I of the examination. Application 
blanks may be secured from Asa Willard, Missoula, Mon- 
lana, secretary-treasurer of the Board. 


Schools of Public Health in California 

The University of California and Stanford University 
have organized the Western School of Public Health to 
assist health departments of western states in the train- 
ing of public health personnel. Social security funds are 
used to finance the school and the education of certain 
public health workers ... Applicants for the regular work, 
which may lead to a degree in public health, will be asked 
to meet definite matriculation requirements and must be 
within specified age limits—The Diplomate, 1936 (Nov.) 
8:272. 
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COMMITTEE ON VOCATIONAL GUIDANCE 
MARY L. HEIST 
Chairman 
Kitchener, Ont. 


ENROLLMENT INCREASING, BUT VERY SLOWLY 

The accompanying graph shows the number of stu- 
dents attending osteopathic colleges each year, beginning 
with 1927. The figures upon which it is based were com- 
piled by Dr. Asa Willard, who is the author of the article 
entitled “Where Our Students Come From,” in this 
issue of THE 
JOURNAL. 

The graph 
shows 
but not enough. Teh 
When one con- 
siders that even 
at the peak the 
number of 
young men and 
women study- 
ing osteopathy 
is pitifully 
small, he won- 
ders how the 
profession has 
been to \ 
make re- 1705 
markable prog- 
ress which has 
marked its _his- 
tory. 

In the days 
of sailing ves- 
sels, when prog- 
ress depended 
upon the wind, 
ships near the 
equator would - 
sometimes get = 
into the dol- 
drums. These 
were places 
abounding in 
calms. Has our profession gotten into the doldrums? 
Is it not time that we turned modern, generated a little 
steam, and really got going? 
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Graph of College Beginning with 
1927 


There will be students in osteopathic colleges any- 
way, but greater numbers would enter if we made it our 
business to tell them of the challenge that osteopathy 
offers in the service of mankind. 

Our goal is “Every osteopathic physician send a stu- 
dent to an osteopathic college each year.” The result 
would be thousands more families vitally interested in 
osteopathy, thousands more osteopathic physicians going 
out to demonstrate the excellence of osteopathy, and 


multiplied colleges and other institutions of osteopathy. 
M. L. 


COMMITTEE ON SPECIAL MEMBERSHIP 
EFFORT 
F. A. GORDON 
Chairman 
Marshalltown, Iowa 


MEMBERSHIP STATUS 
It is interesting to note the membership trend in 
the American Osteopathic Association as measured on 
the first day of December, from year to year. That is 
the date when the by-laws require that delinquents be 
dropped, and it is therefore the low-water mark each 
vear. 


As compared with previous years, December 1, 
1936, shows a substantial growth. The co-operation of 
many delegate representatives and individual members 
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has helped to rescue 25 per cent more from transfer to 
the nonmember section of the new Directory than were 
rescued last year. After transferring this smaller num- 
ber of delinquents, we find not only that the total 
membership is 12.3 per cent greater than after the deductions 
last year, but also that there are 13.7 per cent more 
who are fully paid-up members. 


However, increased devotion of all members is 
solicited, and will be required, if this fiscal year’s growth 
is to equal that of last year. Then the gain from August 
1 to December 1 was 9.4 per cent, whereas the corre- 
sponding period this year has witnessed a gain of 
only 5.6 per cent. 


As you receive your copy of the new Directory, make 
note of nonmembers listed there who you have reason 
to believe should be affiliated with the divisional and 
national units of our Association. Your friendly per- 
sonalized interest in their membership status will be a 
constructive service, appreciated alike by them and by 
your related organization units. With this small con- 
tribution of time and effort by all present members, our 
untapped nonmember reserve could be converted into 
earlier development of research and public relations 
projects so vital to the progress of the profession 


HONOR ROLL 

As you interview or write to nonmembers about 
their state or national obligations, make sure that all 
membership applications are identified by your endorse- 
ment, so that your state secretary, or Central office, may 
properly credit your valued assistance for Honor Roll. 
Reports received here to date indicate that 43 doctors 
in 19 divisional societies have secured 150 A.O.A. and 
31 divisional memberships. To all here listed, and count- 
less others working, please be sure that your Associa- 
tion and its units are grateful for contributions of time 
and effort. 
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view effort, the prize of the month goes to Drs. Margaret 
Jones and George J. Conley, Kansas City, who returned 


17 memberships from a few hours of soliciting. 


_ GROUP A 
(Societies of 200 or more) Georgia ........ 
_On Rhode Island 
12.11 (Societies of less than 
owa 9.94 N 0) 
1936 
Utah ....... 30.00 
mae 45 North Dakota . 18.18 
Wyoming ......... 16.66 
3.60 Idaho 11.76 
ansas St New, Hampahire 
GROUP B Louisana  ............ 10.00 
(Societies of 100-199) Arizona 9.09 
On of Columbia... 
4 
Nov. 30 4. 
036 PAR MEMBERSHIP IN 
Washington 7.46 nglan 
Florida spin 6.97 Kentucky 
Colorado .25 Manitoba 
Minnesota 09 New Brunswick 
Nisconsin .... ‘37 Philippine Islands 
Oklahoma - Quebec 
38 South Carolina 
Alabama 
_ GROUP C Saskatchewan 
(Societies of 50-99) Arkansas 
On British Columbia 
Nov. 30 wars land 
1936 Virginia 
West Virginia .................. 22.22 Alberta | 
13.88 Mississippi 


American Osteopathic Society of Proctology 


HAROLD P. FROST 
President 
Worcester, Mass. 


(A = 5 A.O.A. memberships; 
Brown, H. Willard—Ill. 
Bugbee, W. C.—N. J. 
Caldwell, Della—TIa. 
Charles, E!lmer—Mich. 
Chastney, J. E—N. J. 
Childs, W. S.—Kans. 
Conley, G. J—Mo. (AA) 
Craft, A. D.—Ta. 

Dickey, O. L.—Mo. 
Drew, H. A.—Vt. 

Dunn, R. K.—Vt. 
French, P. O.—Ta. (A) (D) 
Gartrell, IT. D.—Nebr. 
Gordon, F. A.—Ta. (11-A’s) 


D = 5 Divisional Society memberships) 


MacDonald, J. M.—Vt. 
McClimans, W. A.—TIII. 
Magoun, H. I.—Colo. (A) 
Medaris, W. O.—III. 
Meredith, O. R.—Idaho 
Munger, Zoa—la. 
O'Meara, L. B.—Calif. 
Pierce, Thos.—Mo. 
Porter, E. W.—Mo. 
Price, J. P.—Okla. 
Pugh, S. M.—Wash. 
Schwartz, T. P.—Ia. (D) 
Simmons, Grace—Mo. 
Smith, Hunter—Fla. 


Starbuck, M. B.—Calif. 
Taylor, A. T.—IIl. 
Tete, Henry—La. 


Hannan, D. E.—Ta. 
Hitchcock, C. C.—Wis. 
Hoselton, N. A.—S. C. Twadell, R. S—Kans. 
Jones, L. M.—Me. Waitley, D. D.—II. 
Jones, Margaret—Mo. (AA) Woods, Rachel—Ia. 
Knowles, W. T.—Mass. Woods, John—Ta. 
MacCracken, F. E.—Calif. Yowell, O. Y.—Tenn. 


Watch Honor Roll grow. Let 

next month’s report! 
MEMBERSHIP GAIN SINCE AUGUST 1 

During the four short months since August 1, thirty- 
six divisional societies have more than neutralized slight 
membership losses in eight divisional societies, and have 
increased our net membership by 271, while sixteen 
other divisional societies were maintaining a par status. 


Maine, West Virginia, and Utah retain 
first positions in their respective groups. Particularly 
well-organized and effective state-wide campaigns are 
being directed by Dr. F. E. MacCracken, Fresno, Calif., 
and Dr. Guy Morris, Clarksburg, W. Va. Dr. S. G. 
Semple, London, gives detailed evidence of his complete 
coverage effort in England. For effective personal inter- 


us have your name in 


California, 


PROCTOLOGY IN GENERAL PRACTICE* 
COLLIN BROOKE, D.O. 
St. Louis 


Every physician who is conducting a general practice 
should have enough knowledge of the normal and ab- 
normal rectum to be able to make examinations and to 
diagnose pathological conditions. I shall not make the 
error, so often made by specialists, of attributing every 
ailment to the particular field in which I specialize, but I 
must stress the fact that many aches and pains could 
be much more readily alleviated if a careful examination 
of the anorectal tract were made and existing pathology 
corrected. 


Let us review briefly some of the anatomical features 
of the anus and rectum. The nerve supply is derived from 
both the autonomic and the spinal systems. We know 
that when a nerve trunk divides into two or more branches 
and there is terminal irritation of one branch, the dis- 
turbance of impulses and consequent dysfunction is evi- 
dent in the periphery of all branches originating in the 
same segment of the cord of the spinal system or the 
same ganglion of the sympathetic system. Therefore, 
rectal pathology may produce a simulation of disease in 
any organs or tissues supplied by sympathetic fibers 
arising from the solar plexus, the inferior mesenteric or 
hypogastric ganglia or those supplied by the lower lum- 
bar and upper sacral spinal nerves. 


Most of the blood collected by the venous plexuses 
around the rectum flows directly into the portal vein, 
and it is easy to understand that inflammatory or infec- 
tious processes in the anorectal canal will affect liver 
function and may eventually cause the development of 
pathology in that organ. The lymphatics of the anus 
drain into the superficial inguinal glands and those of the 
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rectum into the anterior sacral chain of glands; swelling 
of these is often of diagnostic value. 


Although we know that a pathologic condition of the 
anus or rectum may be the primary cause of soft tissue 
lesions of the back and of pathologic conditions in other 
parts of the body, we must not lose sight of the other 
side of the picture. Spinal articular lesions, especially 
from the sixth thoracic down to the lumbosacral, and 
sacroiliac lesions, may directly affect the arterial supply 
and venous drainage of the lowest portion of the intesti- 
nal tract. This has been proved many times when a 
rectum with evident pathology becomes normal after 
expert osteopathic manipulative treatment. It is also true 
that diseases of the liver, by causing stasis in the hemor- 
rhoidal veins, will produce painful symptoms in the region 
of the anus. No examination can be complete in an 
attempt to locate the primary lesion without consideration 
of both sides of the picture. 


We need not consider the muscular structure of the 
anorectal canal in this paper, except those muscles which 
surround the anus and whose attachments form the floor 
of the pelvis. These muscles, considered together, have 
been called the second diaphragm. It is necessary for the 
floor of the pelvis to have normal tone and function. 
Chronic irritation within the anus will produce a contrac- 
tion of the muscles of this second diaphragm, and a 
feeling of uneasiness and illness, and may induce symp- 
toms such as headache, pain in the bladder and prostate, 
sciatica and a host of others. Many patients diagnosed as 
suffering from hysteria could be relieved very quickly if 
sufficient attention were given to the anorectal region. 


A thorough examination of the anus cannot be made 
by simply placing the patient on the table, separating the 
buttocks and inspecting the external anal region. A 
normal appearance of the skin surface does not indicate 
normal conditions higher in the canal. The instruments 
and other supplies needed for rectal examination in the 
office of the general practitioner can be bought for about 
$20.00. It is not necessary to buy a special table; the 
ordinary osteopathic treatment table is sufficient. 
low stool, such as is used in a bathroom, will be needed. 
It should be lightly constructed so that it can be moved 
easily; it need not have a swivel top. A good light is 
necessary, but this can be dropped from the ceiling and a 
half cylindrical reflector made and placed over the light 
with the long axis pointing the long way of the table. 
Gloves or finger cots should always be used for the safety 
not only of the doctor but also of the patient. Finger 
cots are inexpensive; they are less trouble than gloves 
and can be discarded after use. A good lubricant must be 
used and I know of none better than Crisco which can 
be bought at any grocery. I prefer Crisco to any of the 
jelly lubricants which can be obtained already packaged 
or compounded by the druggist. Boric acid may be added 
as a preservative and it may be colored with mercuro- 
chrome, although neither is necessary. 


The speculum of choice is the large-size regular 
Brinkerhoff. I can see no advantage in buying any of 
the various modifications of the Brinkerhoff for the pur- 
pose of examination. A Boehm light can be attached to 
the Brinkerhoff speculum for less than seven dollars, 
providing you already have some sort of a current con- 
troller. The Boehm light gives a direct brilliant white 
light which greatly facilitates examination inside the ano- 
rectal tract. A short Pratt crypt hook is also needed. 
It should not have a ball on the end and neither should 
the end be sharp. It must be small but blunt. A sig- 
moidoscope is useless unless one has had special training 
in its use. In fact, it may be worse than useless because 
of the danger of unnecessary pain and injury. These in- 
struments should not be boiled or heat sterilized, because 
rapid deterioration will follow this procedure. They 
should be scrubbed in hot water, immersed in some anti- 
septic, noncorrosive liquid, such as alcohol or Bard-Parker 
solution, dried and covered until used again. 
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Examination may be divided into three stages: inspec- 
tion of the external skin surface, digital examination of 
the canal, and examination of the tract with a Brinkerhoff 
speculum. 


We shall make no attempt here to discuss the treat- 
ment of anorectal diseases, but shall confine the discussion 
to examination. I want to stress especially the necessity 
for proctologic examination in chronic systemic condi- 
tions where the basic cause of the symptoms is unknown. 


Much has been said and written about the injection of 
5 per cent phenol in oil for hemorrhoids. It may be that 
the general practitioner feels competent to administer 
injections for internal hemorrhoids but prefers to send 
his surgical work elsewhere. He should be told that the 
injection treatment of hemorrhoids is only a very small 
part of the practice of proctology, that it is only suitable 
for certain types of hemorrhoids, that it is contraindicated 
in patients who have extensive pathology, and it will 
accomplish nothing in patients who have cryptitis, en- 
larged papillae, fibroids and some other common rectal 
diseases. I have found no use for ointments and sup- 
positories except for temporary relief. It is often advis- 
able to use a soothing ointment after examination to 
relieve the soreness which may follow the insertion of the 
speculum. For this purpose I prefer Nupercaine ointment, 
put up by Ciba, or a new product, packaged most con- 
veniently, and recently marketed by the Petrolagar 
Laboratories. Ointments should not be used in cases of 
pruritus ani. 


For examination, the patient is placed on his side, but 
not in the Sims’ position. The buttocks are pulled over to 
the side of the table where the operator intends to sit; 
the knees are drawn up a little, and the operator takes a 
position on a low stool behind the patient. There is no 
need for either the patient or the doctor to be in an 
uncomfortable position. The buttocks are separated with 
both hands and the external surface carefully inspected. 
Inspection may disclose skin tags, a thrombotic hemor- 
rhoid, a perirectal abscess, fistulous openings, sentinel pile 
which is the terminus of a fissure, exudation and irritation 
which is characteristic of pruritus ani. Occasionally in- 
spection of the external orifice may disclose prolapsus 
recti, a protruding polypoid growth, or large protruding 
internal hemorrhoids. 


Digital examination consists of inserting the gloved 
or cotted finger, well-lubricated, into the anal canal and 
sweeping it slowly around the circumference, noting any 
deviation in the smoothness of the wall. Experience will 
enable one to do this without causing the patient undue 
pain. Crisco must be used liberally, at first barely inside 
the anus with the pad, not the end, of the examining 
finger. It will then be easy to slip the finger all the way 
through the anal canal. Note the tension of the sphincter 
muscles. Butesin crystals may be added to the lubricant, 
allowing a few minutes for absorption, if the patient 
complains of pain or soreness. As the finger carefully 
sweeps around the anal wall, one may note depressions 
which may be crypts or ulcers, and excresences protruding 
from the membrane which feel hard and fibrous, perhaps 
the size of a small wart, which will prove to be enlarged 
papillae. One must note also the size and consistency of 
the prostate in the male, and the position of the uterus 
in the female. Now the finger is pushed farther up in 
the canal, making a little pressure against the anus, and 
examination made for constriction in the canal and 
growths extending from the wall. Much of the pathology 
can be located during digital examination but the Brinker- 
hoff will have to be inserted actually to diagnose the 
condition. 


The Brinkerhoff speculum must be well covered with 
lubricant before it is inserted. The light in the instru- 
ment should be attached or turned on before lubrication. 
It is not necessary to hold the instrument with both 
hands. If the examiner is sitting on the right side of the 
table, he should separate the buttocks with the thumb 
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and fingers of the left hand, holding the Brinkerhoff by 


the handle of the blade with the right hand. If only the 
handle of the blade is held, there is no danger of the slide 
being pushed out while the speculum is being inserted 
and cutting or pinching the patient. The pressure is in 
the same direction and against the same resistance as 
when the slide is put in place in the speculum, and it 
cannot be pushed out by the patient unless the operator 
makes pressure on the handle of the body of the instru- 
ment. As the speculum enters the anus, it should be 
pointed toward the umbilicus, and as soon as resistance 
lessens, indicating that the internal sphincter has been 
passed by the end of the speculum, the direction is 
changed to make it point toward the hollow of the sac- 
rum, avoiding pressure on the uterus or prostate through 
the anterior rectal wall. 


The examiner should always sit on the same side of 
every patient because ambidexterity would have to be 
developed if he changed sides, and the location of the 
findings, following the examination, may be easily visual- 
ized when a record of the case has to be made. This is 
especially true if he does not have a nurse with memoran- 
dum pad in the room while the examination is being 
made. I have found it unnecessary to consider the anus 
as the face of a clock, dividing it into twelve sections. It 
is much less confusing and sufficiently specific to divide 
the field into four sections, right and left, anterior and 
posterior. Four more can be added to these in unusual 
cases by designating the areas as right and left anterior 
and right and left posterior, making eight sections of the 
field, but this is not necessary in the majority of cases. 


One should make a habit of examining the same area 
first in every patient and the other areas in regular order. 
The large Brinkerhoff must be inserted four times, each 
time with the slide in a different location, to view the 
entire wall of the anus. It must be withdrawn and rein- 
serted for each new location and never turned within the 
canal. With the lighted speculum in place, one should 
withdraw the slide gently about half its length. It must 
not be jerked or the patient will jump. Now the specu- 
lum is held by the handle of the body, and the blunt 
Pratt crypt hook gently drawn down the wall of the anus, 
searching for crypts. The crypt hook is also a handy 
instrument for separating folds of tissue within the specu- 
lum when hemorrhoidal masses fill the slot, and for raising 
papillae into full view after they have been located. The 
majority of all rectal diseases are located within the first 
two inches of the terminus and, as previously stated, 
examination of the upper rectum and sigmoid fiexure 
should be attempted only after the examiner has had 
careful training. 


Now let us visualize a typical case. Male patient, 
aged 45 years, gives a history of repeated attacks of 
lumbago, some pain in the legs at night, constipation and 
flatulence, with the frequent use of laxatives and purga- 
tives. There has been some periodical interference with 
micturition. He states that about seven or eight years ago 
a large hemorrhoid appeared externally; it became so 
very hard and painful that he was incapacitated for about 
ten days, staying at home and using an ointment pre- 
scribed by Dr. J. The rectal lining now protrudes some- 
what at defecation, especially after the use of salines, and 
he has noticed traces of blood following knife-like pains. 
The pain subsides in a short time, only to reappear in a 
few days. A slight itching has been noticed but it is not 
particularly apparent at night. Examination of the spinal 
column reveals muscular contraction and rigidity in the 
lumbar region. There is no swelling of the inguinal or 
sacral glands. Diastolic blood pressure is normal but 
systolic is about twenty mm. Hg. low. 


Inspection discloses a skin tab on the right side, 
evidently the remains of a former thrombotic hemorrhoid, 
and a circular fold of skin in the posterior commissure 
which, when pulled apart, shows a raw crack in the 
The skin does not have the typical appearance 
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of pruritus and there are no fistulous openings. We ask 
the patient to strain as if at stool and some of the rectal 
mucosa appears in the orifice. We find, with digital 
examination, that the rectal mucosa feels baggy and lies 
in folds as the examining finger sweeps around. The 
sphincter is unusually tight and we have to proceed 
slowly and carefully before entering the canal. The 
patient complains of pain at the back of the anus as the 
finger enters. We can detect two papillae, one right 
posterior and one left posterior and the patient jumps 
when the examining finger falls between them. Each of 
the papillae is about one-half inch in length. The prostate 
is enlarged but is not hard or nodular. Now we add more 
Butesin crystals to the lubricant and let the patient rest 
for a few minutes while the Brinkerhoff is being prepared. 


Examination with the Brinkernoff confirms the find- 
ings of the digital examination and adds others. Each 
time the speculum is inserted and the slide withdrawn 
we find that the hemorrhoidal tissue almost completely 
fills the lumen of the scope. We will show this on the 
examination chart as 6 plus, which is our maximum 
marking for internal hemorrhoids. On the right side, 
above the skin tab which we saw during the initial in- 
spection, is a crypt into which the crypt hook falls with 
ease. The membrane above this crypt looks raw. If it 
is infected, the patient may be absorbing toxins. Exam- 
ination of the posterior part of the anus shows a fissure 
with sentinel pile at the external end and with two 
papillae, each about one-half inch long, situated one on 
either side of the upper end. The left side of the anus 
seems to be normal except for hemorrhoids, but another 
deep crypt is found in the anterior midline—the probable 
cause of the prostatitis. 


It is useless to believe that the injection treatment 
will relieve this patient entirely and permanently and we 
shall assume that the general practitioner of osteopathy, 
who has been consulted and who made the initial exam- 
ination, is not anxious to undertake the surgical work 
which he knows will be necessary. The patient states 
that for business reasons he is unable to go to another 
town to see a specialist at this time but we know, if we 
are to hold the patient, he must have relief at once. How 
shall the case be handled? 


The injection treatment can be started at the time of 
the initial examination. We inject, as high as is possible, 
through the Brinkerhoff, 5 cc. of 5 per cent phenol in oil 
on the right side and 5 cc. on the left. This will tend 
to hold the membrane up in the canal and the patient 
will notice that the protrusion at defecation is greatly 
lessened after only one treatment. The injection can be 
repeated the following day, a little lower in the canal and 
a smaller amount, about 2 cc. on each side. On the first 
day we can also inject, through the skin, in the posterior 
midline, 3 to 5 cc. of an oil anesthetic, under the fissure, 
which will give tremendous relief immediately. So much 
relief in fact that the patient may consider himself cured 
and not return after the second treatment. This eventu- 
ality can be avoided by a definite agreement regarding 
total fee at the beginning of treatment. If he discontinues 
treatment at this stage, he will do himself and the opera- 
tor a grave injustice because his symptoms will return 
within a short time. 


It will also be advisable on the first day to make pH 
tests as a guide in prescribing a diet. Most of these cases 
will be found to have an over-acid reaction of both the 
perspiration and feces. The juice of one or two lemons 
immediately after arising in the morning will materially 
aid elimination and reduce acidity. The administration of 
a tablespoonful of Petrolagar, plain, once a day will soften 
the stools and make elimination much easier. The patient 
should discontinue the use of roughage, such as bran, 
since this tends to make the stools hard and bulky. 
Divulsion and surgery will have to be done before this 
patient will get complete relief from all rectal symptoms 
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The crypt and tab on the right side, and the papillae 
posteriorly, must be removed completely. The fissure 
must be incised deeply from its upper border down 
through the bed and well out into the skin surface. The 
sentinel pile must be removed and the anterior crypt 
excised. Before he is accepted as a good surgical risk, it 
may be necessary to have analysis of the stools, study of 
the blood, smears from the rectum and roentgenological 
studies made. 
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NASAL OCCLUSION* 
C. ALLEN BRINK, A.B., D.O. 
Princeton, Ind. 


In considering the many ramifications and possi- 
bilities which might be included in this subject, one easily 
gets into deep water. It is the intention of the writer 
to deal chiefly with conditions which would be encoun- 
tered by the general practitioner, and not with those 
which lie essentially in the realm of the specialist. 


In discussing conditions which might cause nasal 
occlusion, it is quite obvious that we cannot confine our- 
selves to the nose alone, but must include as well the 
nasopharynx. Perhaps the most frequently encountered 
cause of nasal obstruction is hypertrophied Luschka’s 
pharyngeal tonsils, recognized as adenoids. These struc- 
tures are present normally from birth to puberty. At 
puberty they tend to decrease in size spontaneously and 
even to disappear. Those which have undergone hyper- 
trophy, however, as a result of infection, often cause 
considerable trouble by blocking the posterior nares. 
Every physician is familiar with the usual results pro- 
duced by adenoids, so that we need not dwell on this 
phase of the subject. The train of symptoms is in most 
cases quite characteristic. The disuse of nostrils for 
their normal function prevents their normal development; 
the face assumes a pinched and listless character. 

Among the more serious consequences of adenoids 
may be included: (1) a general lowering of vitality re- 
sulting from improper oxygenation of the blood, so that 
the victims become susceptible to acute infectious diseases, 
such as diphtheria, tonsillitis, bronchitis, etc.; and (2) 
deafness, which may be due to the encroachment of large 
adenoids upon the eustachian orifice, whose closure inter- 
feres with aural ventilation and drainage. 


A very common and often serious source of nasal 
occlusion is inflammation. Occlusion from this source 
may be either acute and transitory, or chronic. Inflam- 
mation may be in the form of a simple turgescence of the 
turbinate structures, or of the entire mucous membrane, 
in which case possibly the chief effect upon the patient 
may be merely a temporary inconvenience and discomfort. 
An inflammation which has become chronic may result in 
actual hypertrophy of the structures involved. This state 
of affairs may be succeeded by many troublesome, even 
serious, sequelae, depending upon the location of the in- 
flammation. 

If the obstruction be confined to the inferior portion 
of the nasal passages, involving the lower turbinal body 
and septum, there may be an impingement of the former 
against the latter. As far as drainage, ventilation, and 
respiration are concerned, the condition just mentioned 
would be of little or no consequence, but unfortunately 
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continued irritation in this region usually results in tur- 
gescence and inflammation in adjacent structures. 


A common type of pathology in the inferior portion 
of the nasal passages is a ridge of one or more spurs. 
Where these are present and the inferior turbinate is 
hypertrophied, resistance of the tissues to disease at the 
point of contact is lowered. 


As we proceed upward and backward and consider 
the region of the middle turbinated body, we encounter 
conditions somewhat different from those just discussed. 
Here we may have a septal deviation which may press 
against the middle turbinate enough to block the olfactory 
fissure and thus interfere with drainage from the eth- 
moidal and possibly the sphenoidal cells. Certain types 
of obstruction in this region, such as a bowing of the 
perpendicular plate of the ethmoid, and also a thickening 
of the septum in the region of the middle turbinate, will 
close, or at least almost close, the olfactory fissure with 
the same results as noted in the preceding condition, viz., 
interference with drainage from the ethmoidal and sphe- 
noidal cells. 


If, as is often the case, the enlargement of the middle 
turbinate be sufficient to encroach upon the hiatus semi- 
lunaris, there may be impairment of ventilation and 
drainage of frontal, anterior ethmoidal, and maxillary 
sinuses. A state of affairs such as that just mentioned 
leads quite obviously to very troublesome and sometimes 
serious consequences in the form of sinusitis of one or 
more sinuses. Sinusitis in one or another of its various 
manifestations is very commonly encountered in general 
as well as in specialized practice. In a great many cases 
the condition is brought about by impaired ventilation 
and drainage of the sinuses involved, as a result of nasal 
occlusion. 


Oftentimes an acute infection will involve the nasal 
mucosa and the sinuses, as the inflammation within the 
sinuses continues. The secretions coming from the in- 
fected region drain over adjacent mucosa and irritate the 
latter, causing a swelling. These enlarged structures, 
usually the turbinates, in turn encroach still more upon 
the sinuses, impeding drainage and damming up the se- 
cretions. Thus is set up a vicious circle, which is often 
quite difficult to deal with. 


Deformities and deviations of the nasal septum con- 
stitute a very common cause of nasal occlusion. As a 
matter of fact this type of anomaly is so commonly found 
to be the cause of obstruction, that a few years ago about 
the first thing the rhinologist thought of was submucous 
resection. A great many such operations were performed 
with little or no benefit to the patient. In those cases in 
which the septal deviation is pronounced enough to be 
responsible for definite symptoms, submucous resections 
are positively recommended. 


Among the conditions which may be directly or in- 
directly caused by deviations of the septum are: acute 
rhinitis, chronic turgescent rhinitis which may become 
hypertrophic, acute and chronic sinusitis and atrophic 
rhinitis. The mucosa in a nose with a badly deflected 
septum is highly susceptible to external irritating sub- 
stances, so much so that dust, smoke, fumes, and atmos- 
pheric changes may cause a rapidly developing turgescence 
which often entirely blocks the breathing passages. 


One cause of obstruction which is rather common, 
and yet quite often remains unrecognized, is the presence 
of nasal polypi. There are several areas from which a 
myxoma or nasal polyp may originate, chief of which are 
the ethmoidal cells, the middle turbinated body, and 
somewhat less frequently the maxillary, frontal, and 
sphenoidal sinuses. 


To the examiner, the picture presented by nasal polypi 
is quite characteristic. Usually we find blocking the 
middle meatus, a mass, grayish in color, semitranslucent, 
and rather freely movable with an examining probe. The 
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tumors may be either single or multiple, although the 
latter is most frequently the case. 


The symptoms produced by nasal polypi are quite 
often rather complex, depending upon the amount of ob- 
struction and the location. If the growth is pedunculated, 
the patient has a sensation of having a movable foreign 
body in the nose. In a great many instances the patient 
will state quite definitely that as long as he remains erect, 
breathing through the afflicted side is difficult or impos- 
sible, but while lying on the back the breathing passages 
may be quite clear. The voice is quite characteristic in 
these cases, being muffled as a result of loss of nasal 
resonance, and at times there is also a nasal twang in the 
voice. A serous or mucopurulent discharge is almost 
always present and quite often the pharynx may be dry. 
\ number of reflex symptoms may also be present, such 
as cough and dyspnea. The sense of smell may be lost 
due to closure of the olfactory fissure. Then, too, cases 
of chronic sinusitis may be traceable directly to lack of 
drainage resulting from large or numerous nasal polypi. 


In conclusion, may I say that while the conditions 
enumerated in this paper are by no means the sole causes 
of nasal occlusion, they do represent those most com- 
monly found and are, therefore, of most importance as 
far as the man in general practice is concerned. The 
dangers resulting from nasal obstruction may be traceable 
directly or indirectly to one or the other, or both, of two 
factors: interference with ventilation and drainage of the 
respiratory passages and interference with ventilation and 
drainage of the accessory sinuses. 
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REMOVAL OF HEMOSTAT LEFT IN PELVIS 


J. W. ORMAN, D.O. 
Tulsa, Okla. 


Patient, female, 38 years of age, presented herself for 
diagnosis and treatment at the office on November 14, 
1936. Her chief complaint was continuous pain in the 
abdomen, back, 
and right side, | 
not relieved much | 
by drugs. The 
pain had no rela- 
tion to food. 
Sometimes the 
pain was better 
when resting. It 
was worse on ac- 
tivity. Gradual 
onset of pain four 
years ago follow- 
ing an appendec- 


tomy. 
Physical Exam- 
ination — Eyes, Roentgenograph showing hemostat in pelvis. 


ears, nose, and 
throat negative except for gingivitis; teeth in bad repair. 

Heart and lungs negative. 

Blood pressure: systolic 146, diastolic 86. 

Abdomen—Right side of lower abdomen hard and 
tense—too sore to permit much palpation. A large tumor 
was discovered at the crest of the right ilium. It was 
hard, firm, and fixed to the underlying tissues. 

Posture—A left scoliosis was observed. 

Diagnosis: Tentative diagnosis of osteosarcoma was 
made pending blood, urine, and stool analyses. X-ray of 
the pelvis was advised. Plate was taken on November 15. 
It revealed a hemostat in the pelvis, the pointed ends 
pressing against the crest of the ilium. 
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Treatment: Operation was advised and consent ob- 
tained. Patient was operated on by Dr. John E. Halladay 
on November 18. The metal was encased in fibrous tissue 
which made removal difficult. One handle had been 
eaten away almost completely. An uneventful recovery 
followed. Pain and disability has ceased. The patient 
is still under treatment to correct the spinal curvature. 
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Abstracted by R. E. Duffell, D.O. 
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An Osteopathic Consideration of Certain Factors in Re- 
ferred Pain 


In diagnosis, the ability of a physician to differentiate 
between pains of visceral origin and those of somatic 
production is very important. Frederick A. Long, in an 
article in Osteopathic Digest for November, 1936, reviews 
the mechanisms and physiological processes underlying 
somatic and visceral sensory phenomena and their rela- 
tion to certain osteopathic principles and concepts. 


He begins by describing the developmental relation- 
ship between the somatic and visceral nervous systems. 
Histologically, the afferent neurons of both systems are 
indistinguishable. They all enter the cord through the 
dorsal nerve roots, but the impulses from somatic zones 
reach conscious level while the majority of impulses from 
the viscera do not go higher, it is thought, than the 
thalamic and subthalamic nuclei. 

Opinion regarding the existence of actual visceral 
pain is not uniform. Distention of a hollow organ gives 
rise to a sensation of fullness. On the basis of clinical 
observations, it is thought that actual visceral pain is asso- 
ciated with increased smooth muscle tension which might 
and might not be caused by organic disease, while referred 
pain results from inflammation in the wall of the viscus. 


The mechanism of referred pain is explained by 
Head’s law. The viscera are areas of low sensibility. 
Visceral afferent impulses reaching the spinal cord induce 
there an “irritable focus” resulting in a transference of 
effects from visceral afferent to somatic afferent neurons 
(those in synaptic relationship with nerves from body 
surfaces). The brain does not recognize the visceral origin 
of these impulses, but places them as coming from a 
somatic zone (area of high sensibility). 

With this introduction, Long takes up the part that 
altered spinal mechanics plays in the phenomena of re- 
ferred pain. In a previous paper’ he presented the ways 
in which vertebral mechanical disturbances can produce 
alterations in physiology of the nervous system. It is his 
opinion that “these alterations are probably set in motion 
from the irritation attending forced articular motion in 
abnormal planes.” 


Long constructs a hypothesis to explain certain 
sensory manifestations of the spinal lesion as follows: 

“Abnormal spinal joint mechanics and the tissue 
alterations accompanying it produce summation of im- 
pulses entering the central nervous system. Certain im- 
pulses are concerned with conscious recognition of pam 
in the involved area and others are concerned with cer- 


1. Long, Frederick A.: A Survey of Some of the Mechanisms 
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tain reflex manifestations such as muscle contracture and 
vascular alterations. The constant passage of impulses 
through a neuron chain lowers the threshold of the syn- 
apses over which they pass. If this is applied to the 
somatic pathway we see circumstances induced by bom- 
bardment of afferent impulses from articular and periar- 
ticular areas which could lower afferent thresholds in the 
central nervous system ... The spinal lesion can appar- 
ently operate in the same manner to lower thresholds. 
It might well be that under the conditions just cited 
visceral afferent impulses from normal organs might be 
adequate to cross to the somatic zone because of lowered 
thresholds and cause painful responses which would simu- 
late referred pain from visceral inflammation. In this in- 
stance the lowered threshold or irritable focus has not 
been produced as a result of impulses from an inflamed 
organ, but through alterations induced by somatic afferent 


impulses from a lesioned or mechanically disturbed spinal 
area.” 


With this explanation in mind, Long says that “cer- 
tain abdominal manifestations which have previously been 
considered as definitely indicating surgical intervention 
must be more critically studied from the standpoint of 
the possibility of their being induced by somatic altera- 
tions rather than acute visceral inflammation.” 


Another way in which spinal lesions can produce 
referred sensory phenomena which simulate viscerogenic 
expression is as follows: 


“It has been shown that when an area of the skin 
becomes diseased, the impulses arising from it may be 
referred to some closely related normal area. Thus, if 
the skin of one side is diseased, that of the correspond- 
ing part of the body on the opposite side segmentally 
related will express the painful response. This phenom- 
enon is known as allocheiria and it indicates that one 
somatic zone, if undergoing a pathological reaction, may 
stand in the same relation to a healthy somatic zone that 
an inflamed organ stands in relation to the somatic tis- 
sues which manifest its referred pain. In other words, 
a somatic tissue may become an area of low sensibility in 
relation to some other and normal somatic tissue.” 


Long next describes the sequence of events leading 
to the viscerogenic production of secondary spinal lesions. 
He shows how summation of impulses in the cord from 
an inflamed organ may break through synaptic resistances 
existing between visceral afferent and somatic efferent 
neurons and cause a discharge in the motor neuron. The 
familiar phenomenon of muscular rigidity (guarding) of 
the abdominal wall in acute appendicitis is an example. 
However, muscular response to such stimuli is not con- 
fined to the anterior abdominal muscles, but will occur as 
well in the muscles of the back. The contraction of back 
muscles, nevertheless, is not anything abnormal, since the 
function of muscle is to contract. There must be an added 
factor, then, in the production of osteopathic lesions as a 
result of visceral disease. Long explains this as follows: 


“The spinal muscles must be able to contract and as 
well relax in response to a host of intricate reflexes hav- 
ing to do with spinal mechanics . . . Under the circum- 
stances bringing about the visceromotor reflex, impulses 
from the inflamed organ which ordinarily have no busi- 
ness interfering with this somatic adaptive mechanism 
intrude and disturb its activity. Thus it becomes impos- 
sible for the spinal muscles to relax in a manner neces- 
sary for normal spinal mechanics. We now have a state 
of affairs in which even the attempt to carry the involved 
spinal segments through what should be normal move- 
ments produces abnormal effects, for the planes of joint 
action are disturbed and irritation results.” 


Once the spinal lesion has been established, it can 
operate to maintain the sensory phenomena even though 
the visceral source is removed. Visceral referred pain can 
therefore be simulated by spinal lesions, for example, the 
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patient who has had a bad appendix removed but con- 
tinues to have pain. 


In some patients visceral disease is known to exist, 
but the referred pain does not follow the usual segmental 
pattern. In accounting for this segmental shift, Long 
says that two explanations may be offered, one involving 
the phenomenon of allocheiria, mentioned previously, 
and the other involving the physiology of the synapse. 

Allocheiria may account for a variation of a segment 
or two, but does not explain the greater departures. The 
physiology of the synapse, Long shows, does offer a solu- 
tion. The summation of visceral afferent impulses in a 
patient is sometimes not sufficient to break down the 
synaptic barriers to the somatic side at the segment 
where they enter the cord and no referred pain results. 
If, however, the patient had a previous lesion in a differ- 
ent region of the spine, operating at the time to lower 
the threshold for stimuli, visceral impulses entering the 
cord and ascending or descending may strike the lowered 
threshold at the lesioned level and break through the 
synaptic barriers. This, then, may explain a_ visceral 
lesion in the thoracic region being referred to the lumbar 
or sacral region as backache. 


The whole field of referred pain, Long says, is much 
more complicated than in the days when all pains were 
either viscerogenic or somatogenic. The osteopathic 
school has made some valuable contributions to a better 
understanding of pain in visceral disease, but much more 
study is indicated. (See Editorial, p. 235.) 


BRITISH OSTEOPATHIC REVIEW 
LONDON, ENG. 
3: No. 3 (September), 1936 
Notes by the Editor. O. B. Deiter, D.O., London.—p. 144. 
What Is a Lesion?” Ray G. Hulburt, D.O., Chicago, U.S.A.—p. 147. 
Vitamins. D. H. Wolverson.—p. 
Insomnia. G, Irving Evans, Do. Eng.—p. 149. 
*Tennis Elbow. O. B. Deiter, D.O., London, Eng.—p. 150. 
Manipulation as a Specialty. Carter H. Downing, D.O., San 
Francisco, Calif., U. S. A.—p. 151, 
The Arab Way to Health, Louis Katin. —p. 154. 


*Tennis Elbow.—Deiter defines tennis elbow as strain 
of the humeroradial and radioulnar joints usually follow- 
ing excessive pronation or supination during complete 
extension of the forearm. He describes the symptoms, 
diagnosis, mechanism of the elbow joint, and manipulative 
treatment. The object of treatment, he says, is to re- 
establish complete flexion, extension and rotation of these 
joints. The technic is as follows: 


Flexion: Place elbow at patient’s side. The operator 
places his thumb or index finger of left hand over the 
head of the radius, then very firmly and quickly induces 
complete flexion of the elbow joint. 


Extension: To achieve this the patient’s elbow is 
brought to the edge of table and placed in operator's left 
hand which acts as a fulcrum, the thumb being firmly 
held over the head of the radius. Operator’s right hand 
grasps the distal end of the arm and bears down with 
firm pressure. This movement is repeated several times. 


Rotation: Patient’s arm is now extended laterally, 
the operator standing with his body close to the axilla 
of the patient, and with his right hand ke grasps the pos- 
terior aspect of the elbow, placing the thumb firmly over 
the head of the radius. Operator’s left hand holds the 
distal part of patient’s right arm, creating full pronation 
and supination, at the same time inducing as much lateral 
movement as possible in elbow joint. 


THE COLLEGE JOURNAL, KANSAS CITY 
COLLEGE OF OSTEOPATHY AND SURGERY 
Kansas City, Mo. 

20:257-288 (October), 1936 
Postural Problems. Yale Castlio, D.O., Kansas City, Mo.—p. 259. 

The Way to Success. George J. Conley, D.O., Kansas City, Mo. 
~P Nocturnal Enuresis. George J. Conley, D.O., Kansas City, Mo. 


. Podalic Version. Neiland H. Hines, D.O., Kansas City, Mo— 
p. 269. 
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Hospital Opening in yg 272. 

*Bronchopneumonia of Infancy. C. A. King, D.O.—p. 274. 

Mycotic Infections of the Skin. Annie R. Hedges, D.O., Kansas 
City, Mo.—p._ 278. 

Ectopic Pregnancy. D.O., Kansas City, Mo.— 
p. 280. 

Professional Development. G. N. Gillum, D.O., Kansas City, Mo.— 


L. W. Linder, D.O., 


Margaret Jones, 


‘The Place of Prenatal Care in Obstetrics. 
Kansas City, Mo.—p. 284. 
Bronchopneumonia of Infancy.—King describes two 
forms of bronchopneumonia in infancy—the mild and 
the severe. In the former, fine moist rales are heard 
throughout the entire chest. The child may appear quite 
ill, but respirations are not labored. Coughing and fever 
are common. The general course is brief, the usual dura- 
tion is from 4 to 7 days. 


In the severe type, large areas of lung tissue are 
rendered functionless. Moderate cyanosis is always pres- 
ent. Breathing is labored. Abdominal distention and 
muscular weakness are common. Outstanding symptoms 
are tachycardia, hyperpnea, high fever and cough. 


King says that a favorable prognosis can often be 
made even though dyspnea and gastrointestinal symp- 
toms are profound, provided the patient is under osteo- 
pathic care. Manipulative treatment should be directed 
first to the correction of circulatory and nervous dis- 
turbances of the chest. Upper thoracic and cervical 
normalization will favorably influence the disturbances. 
However, lesion correction is not important in the early 
care, as forced manipulation may traumatize an already 
hypertensed area and set up added reflex muscular con- 
tractions in the bronchial tree. Treatment of a relax- 
ing character to spinal soft tissues, attempting to put the 
spinal segments through their normal range of motion, 
lifting the ribs, and applying the so-called lymphatic 
pump treatment are measures of value in this disease. 


Current Medical Literature 
Abstracted by R. E. Duffell, D.O. 


Reducing a Dislocated Elbow 


A method of four-direction traction for reducing all 
types of dislocation of the elbow is described by Edward 


H. Crosby in The Journal of Bone and Joint Surgery for 
October, 1936, as follows: 


“The patient is placed on a stretcher with a folded 
sheet around the chest. The sheet is then tied or pinned 
to a crossbar on the opposite side of the stretcher. This 
fixes the chest and gives countertraction. A four-inch 
muslin bandage, long enough to reach to the floor, is 
then placed around the arm abové the elbow. This 
bandage is tied so that it forms a loop, the lower end of 
which is about six inches above the floor. The foot is 
placed in this loop for traction downward. A similar 
bandage is placed around the forearm with the elbow 
flexed at 90 degrees and is tied behind the operator. 
This gives traction laterally. The patient's wrist is grasped 
with the operator's left hand, and the operator's right 
hand is free to manipulate the elbow joint. 


“The patient is anesthetized, and, when muscle relax- 
ation has been reached, the operator gives traction in 
four directions by leaning backward, by pressing down- 
ward with the foot through the loop in the bandage, by 
pulling upward with the left hand, and with counter- 
traction across the chest.” 


In this method the dislocation in the elbow joint is 
easily reduced by one operator with a minimum of injury 
to the joint. 
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Neuralgias and Ear Symptoms from 
Disturbed Function of Temporomandibular Joint 


Two years ago James B. Costen! reported that cer- 
tain ear symptoms such as impaired hearing, stopping or 
“stuffy” sensation in the ears (marked about meal time), 
tinnitus, dull or “drawing” pain within the ears, and 
dizziness with nystagmus may be present in patients with 
edentulous mouths. In other patients, mostly between 
50 and 60 years of age, pain and irritative symptoms 
such as headache about the vertex behind the ears, burn- 
ing sensation in the tongue and side of the nose, dry 
mouth, occasional herpes of the external ear canal and 
buccal mucosa accompanied maloccluded teeth, either natu- 
ral or acquired. This investigator traced the symptoms 
back to the temporomandibular joint. He says, “It is not 
surprising when molar teeth are missing or the vertical 
dimension of the jaw is abnormally reduced by shrinkage 
of the alveolar ridge beneath plates or by grinding away 
of the natural teeth, that the mandibular joint should 
assume an unaccustomed burden from this district and 
much of its structure destroyed. When this occurs some 
of the force is thrown into the incisor region, but most 
of it is referred upward to the mandibular joint in direct 
line of the vertical dimension of the jaw. Proper regard 
for this function is the basis for testing the patient for 
the mandibular joint ‘syndrome’ and is the basis on which 
the dentist proceeds to restore the position of the jaw.” 


The anatomic reasons advanced for the pain are “(1) 
erosion of the bone of the glenoid or mandibular fossa, 
and impaction of the condyles against the thin bone sep- 
arating them from the dura; (2) irritation by the un- 
controlled movement of the condyles backward or 
mesially, of the auriculotemporal nerve, which passes 
intimate to the mesial side of the capsule between the 
condyle and the tympanic plate to distribute over the 
temporal and vertex region; (3) production of reflex pain 
and sensory disturbance in the various connections of 
the chorda tympani nerve, the condyle irritating it where 
it emerges from the tympanic plate at the mesial edge 
of the glenoid fossa through the petrotympanic fissure.” 


In the Journal of the American Medical Association for 
July 25, 1936, the author reports on about 125 additional 
cases of headache and ear symptoms traceable to the tem- 
poromandibular joint. In this series eighty-five cases fell into 
the pain group, and these included the ones (22) with burn- 
ing and sensory disturbance about the tongue and pharynx. 
Forty-two presented ear symptoms, the majority having 
headache in addition to deafness, tinnitus or dizziness. X-ray 
plates were taken with the mouth closed and opened. Erosion 
of the head of the condyle on its anterior face, and to a less 
extent of the articular eminence, was the usual finding. Evi- 
dence was noted also of fibrosis of capsule structures and of 
wide excursion of the condyle forward when the joint was 
greatly loosened. 


The treatment advocated by the author is the replace- 
ment of adequate molar support on the affected side by the 
use of an overlay on the molar teeth. In the summary of 
this article he says: “The results of reposition of the jaws 
were generally good except in a few cases of malocclusion 
of natural teeth, presenting great difficulty. However, it was 
noted that the cases showing the best results were corrected 
in several stages, slowly increasing the vertical dimension of 
the jaw. This increase in distance is built into the molar 
district of the jaw and is not merely a problem of ‘opening 
the bite.” Some failures to obtain a proper result have been 
traced to lack of understanding of this joint and the anatomic 
problem involved by the dentist.” 


1, Costen, J. B.: A Syndrome 
Dependent upon Disturbed 
Joint. Ann. Otol., 


of Ear and Sinus Symptoms 
Function of the Temporomandibular 
1934 (Mar.) 43:1. 


Rhin. & Laryng., 


254 BOOK NOTICES—STATE BOARDS 


Book Notices 


THE THEORY OF OSTEOPATHY: By Ernest E. Tucker, 
D.O., and Perrin T. Wilson, D.O. Cloth. Pp. 96. Price, $1.25. 
Published by the Authors. The Journal Printing Co., Kirksville, Mo., 
1936. 


This book was reviewed in THE JourNAL for Decem- 
ber, page 191. The price of the book was given erroneous- 


ly as $1.50. 


THIS THY BODY: AN EXPERIENCE IN OSTEOPATHY. 
By Mrs. Cecil Chesterton. Cloth, Pp. 160. Price, 3 S. 6 d. net. Pub- 
lished by Stanley Paul & Co., Ltd., Paternoster House, London, E.C. 
4, England, 1936. 

Following the Spanish War, Theodore Roosevelt 
wrote a book, “The Rough Riders.” “Dooley,” one of 
the characters in Finley Peter Dunne’s well-known syndi- 
cate of that day remarfed: “If I was him, I'd call th’ 
book ‘Alone in Cubia.’” 


The present little book pictures one single individual 
as being largely responsible for bringing osteopathy to 
the British Isles, for fighting single handed to keep it on 
the map, for developing it to its present state, and for 
planning, initiating, managing and commanding its legis- 
lative attempts. We are, in fact, given to understand that 
the recent ill-starred bill in the House of Lords was in 
the same form in which this champien had presented 
osteopathy’s legislative program every time it had been 
in parliament previously. We are told also that the hero 
of the book would have put it through this time except 
for the poor showing made by one single witness who 
appeared for the osteopathic group. 


Certain chapters, while reading like history, are actu- 
ally in the form of a historical novel, with some of its 
characters grotesquely misplaced. For instance, Dr. Still 
is made to appear as a New Englander instead of a Vir- 
ginian; descended from Mayflower Pilgrims, instead of 
Scotch-Irish ancestors, and as being inordinately proud 
of his Yankee ancestry. 


The book upholds the point of view of so many across 
the water today, that the thing of greatest value to oste- 
opathy will be an understanding and acceptance of its 
principles and practice on the part of the allopaths—even 
though so many pages are taken up in showing how in- 
efficient and bigotted the latter are. 


“Osteopaths” and “doctors” are contrasted through- 
out the book and the idea kept in the foreground that 
osteopathy is a specialty—absolutely drugless and blood- 
less. In fact this is carried to the point of incorrectly 
naming the Kirksville College of Osteopathy [and Sur- 
gery|—seemingly in the fear that the word surgery would 
in some way compromise the profession. 


MY PHILOSOPHY: Writings and Savings of David L. Clark, 
D.O. Mimeographed booklet put out by Dr. H. I. Magoun in De- 
cember, 1936. Price, $.75. ’ 

A collection of the writings and sayings of the late 
D. L. Clark of Denver has been prenared and mimeo- 
graphed by Dr. Harold I. Magoun who knew him so well. 
There is a picture of Dr. Clark, a collection of his verse 
and his prose sketches, the memorial address at Dr. 
Clark's funeral and a brief account of his life. Friends of 
Dr. Clark who want copies are asked to send Dr. Magoun 
seventy-five cents which just about covers the cost of 
production. 


DIAGNOSTIC ROENTGENOLOGY. By Ress Golden, M.D., 
Editor, Professor of Radiology, the College of Physicians and Sur- 
geons, Columbia University; Director of the Department of Radi- 
ology, Presbyterian Hospital, New York. Cloth. Pp. 863, loose leaf 
with illustrations. o_* $20.00. Thomas Nelson & Sons, 381 Fourth 
Ave., New York, 1936. 


This is a splendid book containing 11 chapters pre- 
pared by Dr. Golden and 14 other able authorities. 


Journal A.O.A 
January, 1937 


The author stresses the importance of close under- 
standing and co-operation between clinician and roentgen- 
ologist, showing the value of a frank discussion of specific 
clinical problems and the fact that either of them may have 
to modify or discard his views. 

The various chapters deal with the skull and intra- 
cranial contents; the paranasal sinuses and the mastoids: 
the chest; the cardiovascular system; the digestive tract: 
diseases of bones; spinal cord tumors; diseases of the 
urinary tract; uterotubography; obstetrics, and fractures. 
Drawings and plates are very numerous. 


National Board 


Examinations in Part I will be held at the various 
approved schools of osteopathy on January 11 and 12, 
1937. Application blanks may be secured from Asa Wil- 
lard, Missoula, Montana, secretary-treasurer of the Board. 
See page 246 for further particulars. 


State Boards 


District of Columbia 


Examinations will be held beginning on January 11. 
Every applicant for examination must have first passed 
the basic science board examination. 


Florida 
The next examination will be held on February 25-27, 
at Miami. The completed application must be in the 
hands of the secretary, Ralph B. Ferguson, First National 
Bank Building, Miami, at least thirty days prior to the 
date of the examination. 


Idaho 

L. D. Anderson, Boise, is president of the Idaho 
Osteopathic Examining Board and Andrew McCauley, 
Idaho Falls, is secretary. H. B. Catron, Payette, is the 
third member. 

Illinois 

Oliver C. Foreman, 58 E. Washington Street, Chi- 
cago, reports that the Illinois State Board examinations 
will be held on January 26, 27, and 28, in Chicago. 

Iowa 

The Iowa Board of Examiners in the Basic Sciences 
will conduct a written examination at the State Capitol, 
Des Moines, January 14 at 9:00 am. Address E. A. 
Benbrook, Secretary, Iowa Basic Science Board, c/o Iowa 
State College, Ames. 

The next examination before the Iowa State Board 
of Osteopathic Examiners will be held at Des Moines on 
January 25, 26, and 27. For applications and other in- 
formation address D. E. Hannan, secretary, 202 B. & M. 
Building, Perry. 

Kansas 

The next meeting of the Kansas State Board of 
Osteopathic Examination and Registration will begin on 
February 18, at Topeka. Address F. M. Godfrey, 831 
Kansas Avenue, Topeka. 


Louisiana 
Paul W. Geddes, Shreveport, Henry Tete, New Or- 
leans, and Coyt Moore, Baton Rouge, were reelected, 
president, secretary, and treasurer, respectively, of the 
Louisiana State Board of Osteopaths. 
Michigan 
The next examination will be held on February 2, 
3, and 4, at Lansing. Make application to F. Hoyt Taylor, 
secretary of the Michigan State Board of Osteopathic 
Registration and Examination, 1703 Olds Tower, Lansing. 
Nebraska 
Charles Hartner, Madison, has been appointed to the 
Nebraska Osteopathic Board of Examiners for a three 
year term, ending November 20, 1939. The following are 
the present officers: President, Harold Fenner, North 
Platte; vice president, Dr. Hartner; secretary, Charles 
Blanchard, Lincoln. 
South Dakota 
The next examination of the South Dakota Board of 
Osteopathic Examiners will be held at Huron on February 
3 and 4. For further information write to the secretary, 
C. Rebekka Strom, 321 S. Phillips Avenue, Sioux Falls 
All applications must be filed not later than January 20. 
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Vermont 

The next examination of the Vermont Board of 
Osteopathic Examination and Registration will be held 
at Montpelier, January 28 and 29. Application forms may 
be secured from the secretary, R. L. Martin, 24 Elm 
Street, Montpelier. 

West Virginia 

The next meeting of the West Virginia Board of 
Osteopathy will be held on February 15 and 16, at Hunt- 
ington. Application blanks may be secured from the 
secretary, Guy Morris, 542 Empire Bank Building, 
Clarksburg, and should be filed with him not later than 
February 8. 


Conventions and Meetings 


Announcements 


CONVENTIONS AND MEETINGS 


American Osteopathic Association, Forty-First 
Annual Convention, Stevens Hotel, Chicago, July 
5-10. Program chairman, Fred M. Still, Macon, Mo. 


California midyear meeting (northern and southern 
sections) San Jose, February 11-13. 

Florida state convention, St. Petersburg, May 6-8. 
Program chairman, James A. Stinson, St. Petersburg. 

Georgia state convention, Valdosta, June. Program 
chairman, Matt W. Henderson, Atlanta. 

lowa state convention, Hotel Savery, Des Moines, 
May 5 and 6. Program chairman, Laura Miller, Adel. 

Indiana state convention, South Bend. 

Kansas state convention, Dodge City, October 12-14. 
Program chairman, Frank W. Shaffer, Salina. 

Kentucky state convention, Louisville. 

Minnesota state convention, St. Paul, May 7, 8 Pro- 
gram chairman, E. S. Powell, St. Paul. 

Missouri state convention, Joplin, October. Pro- 
gram chairman, Ottis L. Dickey, Joplin. 

Montana state convention, Livingston, September 5. 
Program chairman, C. W. Dawes, Bozeman. 

Nebraska state convention, Lincoln. Program chair- 
man, E. H. Frech, Lincoln. 

New England spring convention, Hotel Statler, Bos- 
ton, April 30 and May 1. Program chairman, Perrin T. 
Wilson, Cambridge, Mass. 

New Hampshire state convention, Portsmouth. 

New York state convention, New York City. 

North Carolina state convention, Burlington, May 29. 
Program chairman, G. E. Holt, Burlington. 

Ohio state convention, Courtland Hotel, Canton, May 
16-18. Program chairman, J. P. Flynn, Alliance. 

Oregon midwinter meeting, Portland, January. 

Tennessee state convention, Nashville. 

Texas state convention, Houston, May. 
chairman, Reginald Platt, Jr., Houston. 

Utah state convention, Salt Lake City, June. 

Vermont state convention, Bennington. Program 
chairman, C. O. Gaskell, Rutland. 

Virginia state convention, April. Program chairman, 
F. D. Swope, Alexandria. 

West Virginia state convention; Elkins, June. Pro- 
gram chairman, Harry E. McNeish, Elkins. 


Program 


Official and Affiliated Organizations 


CALIFORNIA 
Citrus Belt Branch 
On November 19 at Ontario, R. A. Galbraith, River- 
side, spoke on the recent tour of European clinics, illus- 
trating the talk with motion pictures. 
Fresno County Osteopathic Association 
The officers were reported in THE JournaL for October. 
The following committee chairmen have been appointed: 
Membership, L. N. Pearson; publicity, Frank E. MacCrack- 
en; convention program, Clarence Rude, all of Fresno. 
Glendale Branch 
On November 18, Joseph A. Blake, Glendale, spoke 
on “The Care of Tetanus in the Newborn,” and L. C. 
Morris, Glendale, led the discussion. Benjamin Green- 
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burg, Los Angeles, talked on “The Treatment of Hernia.” 
Hollywood Osteopathic Luncheon Club 

On November 17 Charles E. Atkins, Pasadena, spoke 
on “Ligaments of the Vertebral Column.” 

On November 24 W. W. W. Pritchard, Los Angeles, 
discussed “The Spine and Its Relation to Body Me- 
chanics.” 

On December 1 Wade H. Morris, Los Angeles, spoke 
on “Osteopathic Principles.” The following officers were 
elected: President, Glenn D. Blair; vice president, Duane 
Stonier; secretary, Horace A. Bashor, reelected; treasurer, 
Walter V. Goodfellow, reelected, all of Los Angeles. 


Los Angeles Branch 
On December 14 the following program was pre- 
sented: “Coming Legislative Problems,” Glen D. Cayler; 
case report, L. B. O'Meara; “Some Treacherous Modern 
Drugs,” L. C. Chandler, all of Los Angeles. 


Osteopathic Surgical Society of Los Angeles 

On December 7, H. B. K. Willis, Los Angeles, spoke 
on “The Right Lower Quadrant”; Ross B. Thompson, Los 
Angeles, on “The Therapeutic Use of Radium”; and Ray 
D. Walker, of Los Angeles, “Administration of Fluids 
Following Surgery.” 

Pasadena Branch 
On December 17 a Christmas party was held. 


Pomona Osteopathic Luncheon Club 
On November 10 L. B. O’Meara, Los Angeles, dis- 
cussed “Head Injuries and Osteopathy.” 
San Jose Branch 
On December 5 D. H. Wells, Los Gatos, spoke on 
“Arthritis,” and Grant Phillips, Pasadena, led the dis- 
cussion. 


Southwest Osteopathic Luncheon Club 

This group was organized on October 14 and is made 
up of osteopathic physicians in the southwestern Los 
Angeles area. Meetings are held at 12:15 p.m., the sec- 
ond and fourth Wednesdays of each month at Scully's 
Cafe, West 48th Street and Crenshaw Boulevard. Fol- 
lowing lunch, a speaker is heard. The meetings are 
adjourned promptly at 1:30. All members of the profes 
sion are invited to attend. 


FLORIDA 
Central Florida Osteopathic Association 
An organization meeting was held on December 12 
at Leesburg. James A. Stinson, Hunter R. Smith, and J. 
B. Cahill, all of St. Petersburg, lectured on, and demon- 
strated osteopathic technic. 


Pinellas County Osteopathic Society 

The following officers were elected on November 18: 
President, J. B. Cahill; vice president, Earl E. Osborn; 
secretary-treasurer, Thomas F. Gagen, Jr., all of St. 
Petersburg. 

At a dinner meeting on December 2, Mr. Joseph Fro- 
hock, international chairman of the agricultural commit- 
tee of the Kiwanis Club, spoke on “Twenty-One Years 
With Osteopathy.” 

Luncheon meetings are held every Monday noon at 
the Spanish Village in St. Petersburg. All visiting osteo- 
pathic physicians are invited. 

Volusia County Osteopathic Association 

On November 4 H. J. Dorrance, Pittsburgh, Pa., was 

the principal speaker. 


GEORGIA 
South Georgia Osteopathic Association 

On November 12 at Tifton the following scientific 
program was presented: “Pneumonia,” F. E. Keefer, Fitz- 
gerald; “Proctology,” Matt Henderson, Atlanta; “Oste- 
opathy,” Frank F. Jones, Macon; “Endocrinology,” H. B. 
Felder, Tifton. 

The following officers were elected: President, W. C. 
Holloway, Thomasville; vice president, C. M. Blanton, 
Waycross; secretary-treasurer, Dr. Blanton. 

The next meeting is scheduled to be held on April 1 
at Thomasville. 

IDAHO 
State Association 

At the midwinter meeting held on November 21 at 
Twin Falls, the following program was presented: “Differen- 
tial Eye Infection,” Andrew McCauley, Idaho Falls; “Hy- 
perplastic Injections,’ W. S. Warner, Idaho Falls; a course 
in rhinology, E. S. Leach, M.D., Junction City, Kans.; 
“Legislation,” R. E. Cochran, Boise. 


ILLINOIS 


State Association 

On November 29 a legislative meeting was held at 
Bloomington. 

Chicago Osteopathic Association 

On December 3 George M. Laughlin, Kirksville, spoke 

on “Osteopathic Education.” 
Chicago—North Shore Osteopathic Society 

On December 18 R. Reder, Chicago, spoke on 
“Short Wave Treatment of Disease.” 

Chicago—West Suburban Osteopathic Society 

On November 21 at Chicago, H. a Collins, Chicago, 
spoke on gynecology. 

Illinois Valley Osteopathic Society 

On December 3 R. C. Slater, Ottawa, spoke on “The 
Clinical Aspects of Colloidal Chemistry.” 

Fourth District Illinois Osteopathic Association 

The following officers were elected on October 8: 
President, J. Gerald Barker, Morton; secretary-treasurer, 
H. N. Leonard, Fairbury. C. E. Cryer, El Paso, is pro- 


gram chairman. 
INDIANA 


Northeastern Indiana Osteopathic Association 

On November 11 at Fort Wayne, Dale G. Treadwell, 
Auburn, spoke on “Relation Between Influenza and Strep- 
tococcic Infection.” 

On December 9 Wesley Warner, Fort Wayne, re- 
viewed the Book “Backache,” by James Mennell; V. B. 
Wolfe,, Walkerton, discussed legislative problems, and J. 
E. Carter, Fort Wayne, demonstrated foot technic. 

Northern Indiana Osteopathic Association 
(See also Southwestern Michigan Osteopathic Association) 

On November 25 at South Bend, R. A. Palmer, Ottawa, 
Ill., spoke on “Artificial Fever,” and R. C. Slater. Ottawa, 
on “Intestinal Intoxication With Relation to Chronic Dis- 


First District Indiana Osteopathic Association 

On November 18 at Bloomington, Fred L. Swope, 
Richmond, spoke on “Examination - Diagnosis in Acute 
Diseases.” V. B. Wolfe, Walkerton, spoke on organi- 
zation plans. 

On December 9 at Indianapolis Stanley G. Bandeen, 
Louisville, Ky., was the principal speaker. 

Second District Indiana Osteopathic Association 

On November 20 a round table discussion on the 
osteopathic treatment of the common cold was con- 
ducted. 

The following officers were elected: C. M. Eccles, 
Connersville; secretary-treasurer, R. D. Rogers, New- 
castle. 


IOWA 


Linn County Society of Osteopathic Physicians and 
Surgeons 

Paul O. French, Cedar Rapids, has been appointed 
publicity chairman. 

On November 19 at Cedar Rapids, motion pictures on 
“Allergy,” and “Diseases of Children,” were shown. A 
round table discussion on acute infectious diseases was 
conducted, discussions being led by Zoa May Munger, 
Hulda F. Rice, H. L. Hinton, and B. H. Rice, all of Cedar 
Rapids. 

Fifth District Iowa Osteopathic Association 

On December 10 the following officers were elected: 

President, John Hirschman, Cherokee; vice president, A. 
. McBurney, Mapleton; secretary-treasurer, Sara 
Miller, Sibley. Committee chairmen have been appointed 
as follows: Student recruiting, Rex Martin, Onawa; publi- 
city, W. C. Gordon, Sioux City; statistics, Alice R. Paulsen, 

LeMars; legislation, R. B. Gilmour, Sioux City. 


KANSAS 


Arkansas Valley Society of Osteopathic Physicians and 
Surgeons 
On November 23 at Larned, several committee re- 
ports were given and tentative plans made for an athletic 
coach clinic. 
Central Kansas Association of Osteopathic Physicians and 
Surgeons 
On November 19 at McPherson, Ray E. McFarland, 
Wichita, spoke on “Endocrinology,” illustrating the talk 
with lantern slides. 
Eastern Kansas Osteopathic Association 
On November 18 at Iola, a joint meeting was held 
with the Verdigris Valley Osteopathic Association. H. 
V. Halladay, Des Moines, spoke on “Prevention and Af- 
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tercare of Athletic Injuries.” Athletic coaches were 
present. 

The next meeting is scheduled to be held at Garnett. 

North East Kansas Osteopathic Association 

On December 2 at Hiawatha, E. D. Holmes, St. Jo- 
seph, Mo., spoke on “Trends Toward Osteopathy in Ailo- 
pathic Literature,” and O. G. Weed, St. Joseph, Mo., on 
“A Tour of European Clinics.” 

South Central Kansas Osteopathic Societ 

On November 19 at Arkansas City, Robert asthe. 
Howard, was elected vice president. J. C. Logsdon, Ce- 
darvale, read a paper on “The Care of the Newborn In- 
fant” and A. L. Quest, Augusta, on “Some Common Car- 
diac Disorders and Their Treatment.” Members and their 
wives of the Kay County (Okla.) Osteopathic Association 
were guests. 

Southern Kansas Osteopathic Association 

On November 10 at Kiowa, motion pictures were 
shown on the nonsurgical treatment of rupture. J. B. 
Donley, Kingman, read a paper on this subject and 
Floyd L. Barr, Arkansas City, on “The Office Treatment 
of Rectal Diseases.” 

_ On December 8 at Wellington, Charles E. Mitchell, 
Kiowa, spoke on “Goiter—and Its Relation to General 
Health.” 

The officers were reported in THE JourNAL for Novem- 
ber. The following committee chairmen have been appointed : 
Membership, C. C. Matheny, Anthony; professional education, 
Burr Lacey, Pretty Prairie; hospitals, W. H. Youle, Welling- 
ton; censorship, F. D. DeOgny, Norwich; student recruiting, 
F. M. Stromberg, Cunningham; public health and education, 
C. A. Kinkaid, Oxford; industrial and institutional service, 
Floyd L. Barr, Arkansas City; clinics, J. B. Donley, 
Kingman; publicity, Dr. Mitchell; convention program, Dr. 
Donley; legislation, K. A. Bush, Harper. 

Southwestern Kansas Society of Osteopathic Physicians 
and Surgeons 

On December 8 at Garden City, C. M. Noll, Scott City, 
read an article on “Socialized Medicine,” and L. O. Martin, 
Dodge City, spoke on “Endocrinology.” 

The following officers were elected: President, Roy A. 
Leopold, Garden City; vice president, Dr. Noll; secretary- 
treasurer, O. C. Kappler, Liberal. 

Verdigris Valley Osteopathic Association 
(See Eastern Kansas Osteopathic Association) 
KENTUCKY 
Jefferson County Osteopathic Society 

On November 13 at Louisville, Charlotte Weaver, Akron, 
Ohio, was the principal speaker. 

MAINE 
State Association 

On November 21 at Portland, John E. Rogers, Oshkosh, 

Wis., spoke on “The Progress of Osteopathy.’ 
MASSACHUSETTS 
Connecticut Valley Osteopathic Association 

A joint meeting with the Worcester District Osteopathic 
Society was held on November 18 at Springfield. John E. 
Rogers, Oshkosh, Wis., spoke on “The Progress of 
Osteopathy.” 

Essex County Osteopathic Society 

On November 23 the following officers were elected: 
President, E. B. Whiting, Lynn; vice president, W. W. 
Fessenden, Beverly; secretary, Thomas J. Jeffery, Salem; 
treasurer, A. Warren Nicosia, Lynn. 

Worcester District Osteopathic Society 
(See Connecticut Valley Osteopathic Association) 
MICHIGAN 
Genesee County Osteopathic Association 

On December 10 at Flint, T. D. Jamison, Saginaw, 
lectured on the technic of photographing the inside of the 
stomach, and A. J. Still, Flint, presented two films, “Instru- 
mental Delivery,’ and “Uterine Suspension.” 

Ionia-Montcalm County Association of Osteopathic 

Physicians and Surgeons 

The officers were reported in THE JourNAL for Decem- 
ber. L. D. Benedict, Ionia, has been appointed chairman of 
the committee on ethics and fee stabilization, and Wm. 
Price, Belding, public relations and education committee 
chairman. 

Kent County Society of Osteopathic Physicians 
and Surgeons 

On December 2 the following officers were elected: 
President, H. A. MacNaughton; vice president, R. T. Lustig; 
secretary, Ellen Van Allsburg; treasurer, P. M. Wells, 
reelected, all of Grand Rapids. 
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Northeastern Michigan Association of Osteopathic 
Physicians and Surgeons 

On November 10 at Midland, R. T. Lustig, Grand Rapids, 

spoke on “Fundamentals in Therapeutics.” 
Southwestern Michigan Osteopathic Association 

On November 19 E. S. Stanley, Chicago, spoke on “Skin 
Diseases.” 

On December 15 a joint meeting was held with the 
Northern Indiana Osteopathic Association. The speakers 
were V. B. Wolfe, Walkerton; G. H. Voyzey, Kalamazoo; 
L. A. Rausch, South Bend, Ind.; E. E. Weaver, Sturgis; L. P. 
Ramsdell, La Porte, Ind. 


MINNESOTA 
Minneapolis Osteopathic Society 

The following programs have been presented: 

October 7—“Blood Pressure Technic,” Ruby Idtse, Min- 
neapolis; “Report of European Tour,” Elnora S. Ervin, 
Minneapolis. 

November 4—“Gastric Ulcer,” Robert H. Clark; “Foot 
Technic,” A. F. Hulting. 

December 2—‘“Cranial Lesions Following Exodontia,” 
W. G. Sutherland; “Specific Technic,” Clifford S. Pollock; 
“Elliott Treatment,” Will Flory, all of Minneapolis. 


MISSOURI 
State Association 
The officers were reported in THE Journat for Novem- 
ber. The following committee chairmen have been appointed : 
Membership, E. H. Owens, Harrisonville; professional educa- 
tion, H. G. Swanson, Kirksville; hospitals, A. B. Wheeler, 
Carthage; censorship, H. E. Gorrell, Mexico; student recruit- 
ing, F. C. Hopkins, Hannibal; public health and education, 
. L. Remmert, Springfield; industrial and_ institutional 
service, L. S. Larimore, Kansas City; clinics, H. J. McAn- 
nally, Kansas City; publicity, J. C. Button, Macon, and H. E. 
Litton, Kirksville; statistics, Aurel Foster, St. Joseph; 
convention program, Ottis L. Dickey, Joplin; convention 
arrangements, M. S. McCullough, Neosho; legislation, L. B. 
Lake, Jefferson City; professional development, Herbert 
Lipman, Kansas City; displays at fairs and expositions, A. B. 
Cooter, Booneville; public relations, E. J. Gahan, Perryville. 
Buchanan County Osteopathic Association 
(See Northwest Missouri Osteopathic Association) 
Central Missouri Osteopathic Association 
On November 19 at Fulton, Earl Laughlin, Jr., Kirksville, 
spoke on “Medicine and Surgery in Europe.” 
On December 17 at Columbia, a series of lectures was 
begun by Alma C. Kinney, Kansas City, on physiology. 
North Central Missouri Osteopathic Association 
On November 29 at Chillicothe, W. E. Hartsock, St. 
Joseph, spoke on “Acute Infections of the Throat,” and 
Wallace M. Pearson, Kirksville, on “Osteopathic Principles 
and the Low-Back Problem.” 
The next meeting is scheduled to be held at Brookfield in 
January. 
Northeast Missouri Osteopathic Association 
On November 12 at Quincy, IIl., the members were guests 
of osteopathic physicians of that city. Edith Pollock, Quincy, 
Ill., and Wallace M. Pearson, Kirksville, were guest 
speakers. 
Northwest Missouri Osteopathic Association 
A joint meeting was held with the Buchanan County 
Osteopathic Association on November 24 at St. Joseph. O. T. 
Weed, St. Joseph, spoke on European clinics which he visited 
last summer. : 
Osage Valley Osteopathic Association 
The following officers were elected on October 8: 
President, Leon B. Lake, Jefferson City, reelected; vice 
president, Myron D. Jones, Brumley; secretary-treasurer, 
K. D. Atterberry, Camdenton, reelected. The following 
committee chairmen have been appointed: Membership, P. F. 
Eckhoff, Versailles; professional education and publicity, 
Robert E. Murrell, Jefferson City; censorship, J. S. Berk- 
stresser, Eldon; student recruiting, H. Keith Hendrix, 
Jefferson City; public health and education, Dr. Jones; 
industrial and institutional service and convention arrange- 
ments, Dr. Atterberry; clinics, J. R. Ellison, Eldon; statistics, 
J. D. McLeod, Jefferson City; convention program, ; 
O’Banion, California; legislation, Dr. Lake; professional 
development, Donley Gates, Brinktown. ‘ 
St. Louis Osteopathic Association 
On December 15 H. Litton, Kirksville, was the 
principal speaker. 
Southeast Missouri Osteopathic Association 
On November 8 at Cape Girardeau, F. W. Zuspan, Flat 
River; H. E. Reuber, Sikeston, and E. J. Gahan, Perryville, 
reported on the state convention. 
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On December 13 at Sikeston, the guest speakers were 
E. H. Owen, Harrisonville; M. M. Fuller, Ca: i 
and H. K. Carter, Salem. a 

Southwest Missouri Osteopathic Association 

_..On November 18 at Webb City, H. G. Swanson, 
Kirksville, spoke on “Professional Education.” 

On December 16 at Carthage, round table discussions 
were conducted. 

West Central Missouri Osteopathic Association 

On December 10 at Sedalia, L. J. Graham, Kansas City, 
spoke on “Roadside Emergencies.” 

The January meeting is scheduled to be held on the 21st 
at Higginsville. 


MONTANA 


Southern District Osteopathic Association 
A meeting was held on December 2 at Bozeman. 


NEBRASKA 
Eastern Nebraska Society of Osteopathic 
Physicians and Surgeons 

At an organization meeting held on November 22, the 
following officers were elected: President, Charles Hartner, 
Madison; vice president, C. Lloyd Peterson, Beatrice; 
secretary-treasurer, Mary Jo Don, Lincoln. 

The next meeting is scheduled to be held at Lincoln on 
January 10. 

Southwestern Nebraska Osteopathic Society 

On November 8 at McCook, general discussions on 
professional topics were conducted. 

On December 13 at North Platte, the following pro- 
gram was presented: “Advantage of Injection vs. Surgical 
Treatment of Hemorrhoids,” J. F. Harding, Holdrege; 
“Obstetrical Home Delivery,” D. Brown, Eustis; 
“Obstetrical Hospital Delivery,” H. Chester Sims, Lexing- 
ton; “Short Wave Therapy,” M. T. Boulware, McCook; 
“Nonsurgical Treatment of Female Gonorrheal Compli- 
cations,” F. S. Bonnell, Trenton; “Elliott Treatment,” G. 
L. Montgomery, McCook; discussion on Drs. Boulware, 
Bonnell and Montgomery's talks, I. P. Lamb, Palisade; 
“Local vs. General Anesthesia for Tonsillectomy,” D. A. 
Furman, McCook; “Nonsurgical Treatment of Prostatic 
Diseases,” J. P. Pattin, Arapahoe; “Sparks of Life,” Mr. 
B. Nelson, North Platte; “Mortuary Finding,” Mr. M. J. 
Forbes, North Platte; “Movie Travelogue With Surgery,” 
Harold A. Fenner, North Platte. 


NEW JERSEY 
Essex County Osteopathic Society 

On November 28 at Newark, Jerome M. Watters, 
Newark, spoke on “Respiratory Neuroses.” 

The following are the present officers and committee 
chairmen: President, C. Norton Tillotson, East Orange; vice 
president, Walter B. Underwood, Montclair; secretary, Rich- 
ard Feige, East Orange; treasurer, A. W. Brice, Glen Ridge; 
membership, Norman K. Sewall, Bloomfield; student recruit- 
ing, O. M. Walker, Bloomfield; publicity, Walter Miller, 
Bloomfield; statistics, Harold L. Colburn, Montclair; legisla- 
tion, Paul P. Smith, Montclair. 

Hudson County Osteopathic Association 

On December 4 at Ridgefield, David S. Steinbaum, 
Bayonne, reported on legislation and C. B. Ackley, Union 
City, spoke on “Vitamins and Their Therapeutic Value.” 

Monmouth and Ocean Counties Osteopathic Society 

On December 9 Macy M. Rudnick, Red Bank, and 

Ross B. English, Jr., Long Branch, read papers. 


NEW YORK 
State Society 

The officers were reported in THE Journat for Novem- 
ber. The following committee chairmen have been appointed : 
Membership, Edith E. Dovesmith, Niagara Falls; professional 
education, John L. Brookman, Albany; student recruiting, 
Don Amidon, Rome; industrial and social medicine, Albert W. 
Bailey, Schenectady; clinics, Tefft T. Bassett, Syracuse; 
publicity, Helen M. Dunning, New York City; statistics, 
William T. Dowd, Rome; convention, Eugene R. Kraus, 
New York City; convention program, William B. Strong, 
Brooklyn; legislation, H. M. Miller, Utica. 

Central New York Osteopathic Society 

On December 9 at Syracuse, T. L. Northup, Morristown, 
N. J., spoke on “Foot Work and Its Relation to General 
Practice.” 

Hudson River North Osteopathic Society 

On November 14 at Amsterdam, Helen J. Beaty, 
Schenectady, discussed “Posture and Combination Lesions.’ 

The following officers were elected: President, H. A. 
Dark, Glens Falls; vice president, Melvin B. Hasbrouck, 
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Albany; secretary-treasurer, Mary E. Stearns, Saratoga 


Springs, reelected. 
Osteopathic Society of the City of New York 
On December 12 L. van H. Gerdine, Philadelphia, 
spoke on “Prognosis in the More Common Nervous and 
Mental Diseases.” 
The next meeting is scheduled to be held on January 16. 


Rochester District Osteopathic Society 
The officers were reported in THE JourNAL for Decem- 
ber. The following committee chairmen have been appointed: 
Censorship, board of directors; compensation, Claude M 
Bancroft, Canandaigua; publicity, Charles H. Norfleet, Roch- 
ester; program, Merritt C. Vaughan, Rochester; public 
relations, Dr. Norfleet. 


Westchester Osteopathic Society 

On October 14 at Bronxville, the following committee 
chairmen were appointed: Program, W. B. Ensinger, Pelham 
Manor; censorship and investigations, Donald Watt, New 
Rochelle; membership, Barbara Redding, Larchmont. 

On November 11 at Mount Kisco, L. van H. Gerdine, 
Philadelphia, spoke on “The Early Diagnosis of Nervous and 
Mental Diseases.” 

On December 2 at Larchmont, C. B. Hoff, Bronxville, 
spoke on “Diagnoses of Ear, Nose and Throat Conditions.” 
Discussions were conducted by Dr. Ensinger and H. H. 
Williams, Bronxville. 


OHIO 
First (Toledo) District Osteopathic Society 
On November 9 C. G. Beckwith, Chicago, spoke on 
“Posture and Its Effect on Health,” illustrating the talk with 
x-ray films and lantern slides. 
Third (Akron) District Osteopathic Society 
On December 9 R. A. Sheppard, Cleveland, spoke on 
“The Acute Abdomen.” 

Fourth (Columbus or Central) Ohio Osteopathic Society 
A meeting was held at Columbus on December 10. 
Fifth (Dayton) District Osteopathic Society 

On November 13 B. C. Maxwell, Cleveland, spoke on 
— of the Foot and Effects of Foot Strain in the 

y. 

On December 16, O. E. Harvey, M.D., Lima, spoke 
on “Modern Treatment of Tuberculosis.” 

Sixth (Cincinnati) Society of Osteopathic Physicians 
and Surgeons 

On November 12 Charlotte Weaver, Akron, was the 
guest speaker. 

On December 10 J. D. Sheets, Marietta, spoke on 
“Genitourinary Diseases.” 


OKLAHOMA 


Kay County Osteopathic Association 

(See also South Central Kansas Osteopathic Society.) 

On November 12 at Tonkawa, motion pictures were 
shown on obstetrics and surgery. 

Oklahoma County Osteopathic Association 

On November 19 at Edmond, C. E. Schefold, Okla- 
homa City, gave a paper on the Schilling blood count. A 
round table discussion followed. 

South-Central District of Oklahoma Osteopathic 

Association 

On November 17 at Lindsay, W. S. Corbin, Chickasha, 
and W. O. Pool, Wynnewood, bay papers, followed by 
a round table discussion. 

The following officers were elected: President, W. J. 
Rouse, Norman; secretary, A. A. Choquette, Chickasha, re- 
elected. 

OREGON 
Southern Oregon Osteopathic Society 

On November 20 at Medford, the following officers 
were elected: President, Blaine B. Pruitt, Grants Pass; 
vice president, George S. Jennings, Medford; secretary- 
treasurer, W. W. Howard, Medford. 

The December meeting was also held at Medford on 
the 14th. 

PENNSYLVANIA 


Lancaster County Osteopathic Society 
At the November meeting John H. Eimerbrink, Phila- 
delphia, spoke on, and demonstrated pelvic tilt, pelvic 
twist, and sacroiliac conditions. 
Lehigh Valley Osteopathic Association 
On November 12 at Reading, H. W. Sterrett, Phila- 
delphia, spoke on “Urological Errors in General Practice.” 
On December 10 at Allentown, P. H. Brearley, Phila- 
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delphia, spoke on “Spinal Mechanics, the Basis of Osteo- 
pathic Technic.” 

The January meeting is scheduled to be held at 
Allentown. 

Philadelphia County Osteopathic Association 

On November 19 Chester D. Swope, Washington, 
D. C., spoke on “Federal Legislation,” and George T. 
Sill, Allentown, Pa., on “Legislative Problems in Penn- 


sylvania.” 
RHODE ISLAND 
$tate Society 
On November 12 various committee reports were 
made. George A. Bridges, Providence, lectured on “Dis- 
eases of the Rectum.” 
Peter Pelser, Wickford, has been appointed program 
chairman. 
On December 11 at Providence, John A. MacDonald, 
Boston, spoke on “Structural Deviations as Found in the 
Normal Adult Spinal Column.” 


SOUTH DAKOTA 
Black Hills Osteopathic Association 


On November 1 a meeting was held at Spearfish. 


TEXAS 
Central Texas Osteopathic Association 

On November 21 at Waco, Sam L. Scothorn, Dallas, 
spoke on “Osteopathic Care of the Feet,” Joseph L. Love, 
Austin, on “The Schilling Method of Blood Analysis,” 
R. E. Morgan, Dallas, and V. A. Kelley, Waco, “Athletes 
and Acute Injuries,” and John T. Elder, San Angelo, 
“Latest Methods in Treatment of Hernia.” 

The following officers were elected: President, J. 
Ellen Gildersleeve, Waco; vice president, H. V. Anderson, 
Temple; secretary-treasurer, W. E. Stokes, Corsicana. 

Panhandie Osteopathic Society 

On November 29 at Amarillo, Freeda Lotz-Kellogg, 
Denver, and Eugene Pellette, Liberal, Kansas, were the 
speakers. 

Southeast Texas Osteopathic Association 

On December 5 and 6 at Bay City, Everett Wilson, 
San Antonio, spoke on association affairs. Several clinical 
reports were given. 

VERMONT 
Rutland County Osteopathic Association 

Recently C. O. Gaskill, Rutland, spoke on “Non- 
surgical Treatment of Hernia,” illustrating his talk with 
motion pictures. 

WASHINGTON 
Pierce County Osteopathic Society 

On December 10 M. R. Kint, Bremerton, discussed 

legislative affairs. 
WEST VIRGINIA 
Ohio Valley Osteopathic Association 

The following are the present officers: President, 
R. H. Dunn, Martins Ferry, Ohio; vice president, William 
C. Rankin, Cadiz, Ohio; secretary, W. W. Clark, Martins 
Ferry, Ohio; treasurer, Frank D. Dornbush, Steubenville, 
Ohio. 

On December 3 at Bellaire, Ohio, Harry R. Pense, 
Steubenville, Ohio, spoke on “Short Wave Diathermy.” 

The January meeting is scheduled to be held on the 
7th at Wellsburg. Albert Graham, Wheeling, will be 


the speaker. 
WISCONSIN 
Fox River Valley District Society of Osteopathic 
Physicians and Surgeons 
A meeting was held on November 14 at Oshkosh in 
honor of John E. Rogers, Oshkosh, Wis. A more detailed 
report is given in THE Forum for January, p. 227. 


Special and Specialty Groups 


Osteopathic Clinical Society 

On November 8 at Lancaster, Pa. Leo Wagner, 
Lansdowne, Pa., Otterbein Dressler, Philadelphia, and 
George T. Sill, Allentown, were the speakers. 

On December 13 clinics were held at Doylestown. 
George T. Hayman, Doylestown, showed a motion pic- 
ture on “Injection ‘Treatment of Hernia,” and Dr. Sill 
spoke on osteopathy from a political standpoint. 
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What's New With the 
Advertisers 


Spotlight 
Doctors who have been searching for 
an Office Spotlight that would give the 
same type of illumination as they get 
in a hospital, and yet at a reasonable 


price, will be interested in the new No. 1° 


Castle Office Spotlight. It gives an 
intensity of 2200 foot candles, is cool, 
shadow-reducing, glareless, and color 
corrected. 

An illustrated pamphlet is available 
if you write to Wilmot Castle Com- 
pany, 1150 University Ave., Rochester, 

This company will begin their ad- 
vertising in the February issue of the 
Journal. 


Hernia Clinic 

A hernia clinic with ample subjects 
showing all types of hernia with an op- 
portunity for each attending physician 
to actually do the work under the su- 
pervision of physicians who have prac- 
ticed the injection method for from five 
to twenty-five years is proposed for this 
coming February under the sponsorship 
of Pina-Mestre Clinics, Inc., of Or- 
lando, Fla. The charges will be nomi- 
nal and you are thus afforded an op- 
portunity to visit Florida where summer 
spends the winter and, at the same time, 
learn the technic for a practice where 
your first patient will pay all expenses. 

Owing to the necessity for limited 
classes it is possible that more than one 
class will be handled. For full informa- 
tion write to Wythe D. Sims, Presi- 
dent, P.O. Box 1178, Orlando, Fla., 
or see the official announcement else- 
where in this publication. 


“OSTEOPATHY” 


A revised edition of a vocational 
leaflet prepared by Office of Educa- 
tion, U. S. Dept. of Interior. 


Send for free sample 


American 
Osteopathic Association 


540 N. Michigan Ave., Chicago 


PLEASE MENTION THE JOURNAL WHEN WRITING TO ADVERTISERS 
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ARGYROL 
Still a completely unique compound 


Argyrol is entirely different both 
physically and chemically from all 
other silver products. The fineness 
in uniformity of the colloidal disper- 
sion of the silver is unsurpassed. The 
special protein is unequalled. The pH 
and the pAg values are characteris- 
tic. The bactericidal properties and 
clinical background are materially 
different. CERTAINLY, THEN, ARGYROL 
IS A UNIQUE COMPOUND. 

One of the outstanding and best 
recognized properties of Argyrol is 


its peculiar, sedative, inflammation 
and pain allaying action. Argyrol 
does not irritate in any concentra- 
tion. It is also superior in its deter- 
gent effect and we believe it to be 
the most stable of all silver salts. 

Repeated tests made in the daily 
practice of thousands of physicians 
in all parts of the world over long 
periods of time prove that these 
inherent qualities are characteristic 
of Argyrol alone. Insure your re- 
sults, specify Barnes. 


Argyrol is made only by A. C. BARNES 


A. C. BARNES COMPANY, INC., NEW BRUNSWICK, N. J. 
FOR 35 YEARS SOLE MAKERS OF ARGYROL AND OVOFERRIN 
“Argyrel” is « registered trade-mark, the property of A. C. Barnes Co., Inc. 


Make Your New Year's Resolution 


"To Support Journal Advertising” 


a WAPRY 

ENEW YEAR: 
-— Ve will, in return, offer reliable and dependable advertising in 
the Journal and continue our efforts to develop ethical and effective 


cooperation between doctor and advertiser. 


| 
| 
| A ARGYROL 


PLEASE MENTION THE JOURNAL WHEN WRITING TO ADVERTISERS 
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If You Have Not Seen 


a recent copy of 


Clinical Osteopathy 


A request on a postal card will bring you 
one—without obligation. Address Cali- 
fornia Osteopathic Association, 799 Ken- 
sington Road, Los Angeles. 


WHOOPING COUGH 
The Paroxysmal Stage 


R Vapo- Cresolene (specially prepared cresols 
of coal tar)sedative, antiseptic, antispasmodic, 
penetrating. 


Vaporized at night to relieve the paroxysms 
at that time; the strength of the patient will 
be conserved. 


An inhalant of known dependability. In- 
troduced in 1879. 


Controls cough in broncho-pneumonia and 
bronchitis. Dyspnoea in spasmodic croup 
and bronchial asthma. 


te Write for special discount to 
dep physicians and informative 

Treatise, “Effective Inhalation 
ELECTRIC ” 
tirenzer Therapy. LAMP-TIPE 


THE VAPO-CRESOLENE CO, 


62 CORTLANDT STREET NEW YORK, N. Y. 


Street 


Address 


College : 


of Osteopathic 

Physicians and Surgeons 
1721 Griffin Ave. 

LOS ANGELES, CALIFORNIA 


Entrance Requirements 


The College of Osteopathic Physicians and Surgeons 
requires TWO FULL YEARS OF COLLEGE WORK 
including physics, general chemistry, organic chemistry, 
zoology, English, social sciences and electives aggregat- 
ing 60 semester units. This work may be obtained in 
any accredited college if of satisfactory character. This 
requirement MUST BE COMPLETED before entering 
the Freshman class. 


The professional course consists of four years and ful- 
fills all legal requirements for the unlimited license of 
physician and surgeon in California. This is the only 
osteopathic college whose diploma admits to the exam- 
inations for this license. ADMITTED TO FULL REG- 
ISTRATION SEPTEMBER 1, 1936, BY THE DE- 
PARTMENT OF EDUCATION OF THE STATE OF 
NEW YORK. 


The fourth or Senior year is altogether practical in 
character and consists of nine months spent in the Los 
Angeles County Osteopathic Hospital as assistant in- 
ternes or clinical clerks. This arrangement really makes 
our Senior year equivalent to a year of interneship. 


Affiliated institutions consist of the Los Angeles County 
Maternity Service and the Los Angeles County Osteo- 
pathic Hospital, a division of the Los Angeles County 
General Hospital. From twenty-five to thirty interne- 
ships are available on graduation in the Los Angeles 
County Osteopathic Hospital and certain other hospitals. 
For information address the college. 
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KALAK WATER CO. OF NEW YORE, Inc. 


6 CHURCH STREET 


ACID RESISTANCE 
WITH 


KALAK 


Hypertonic—Alkaline—Carbonated—Not Laxative 


The years of experience with physicians who have used 
Kalak show that the use of a formula containing calci- 
um, magnesium, sodium and potassium salts represents 
a correctly balanced solution. This is Kalak which, as 
such, aids in maintaining a balanced base reserve. 


How Alkaline Is Kalak ? 
One liter of Kalak requires more than 700 cc. N/10 


HCI for neutralization of bases present as bicarbonates. 
Kalak is capable of neutralizing approximately three- 
quarters its volume of decinormal hydrochloric acid. 


@ NEW YORE CITY 


Feeding Formula 


For an Infant 2 months old 


Weight unds 
Mellin’s Food Whole 


Milk Modifier 
contains 
Maltose and Dextrins 
Cereal Proteins 
Minerals 


Formula Card and samples 
of Mellin’s Food sent to 
physicians upon request. 


Water 12 ounces 

Mellin’s Food 6 level tablespoons 
This is a typical example of food mixtures for well infants as suggested on the 
card, ‘Formulas for Infant Feeding,’’ arranged for physicians’ use. 
This mixture provides for an intake of the following food constituents and liquid 


for each pound of body weight: 


2.0 grams of proteins 
1.8 grams of fat 
5.5 grams of carbohydrates 
0.5 grams of minerals 
78.0 cubic centimeters of liquid 


All suggested mixtures on the feeding card are well calculated to furnish food 
constituents in proportional amounts to satisfy the nutritive requirements in 
relation to the age and weight of the individual baby with a supply of liquid 
to maintain the water balance. 


Constipation or other symptoms of intestinal disturbances are not likely to occur 
from the use of these mixtures and progressive gain may be expected. 


Directions for using Mellin’s Food are left entirely to the physician. 
Mellin’s Food Company, Boston, Mass. 


MELLIN’S FOOD: Produced by an infusion of Wheat Flour, Wheat Bran end Malted Barley admixed 
with Potassium Bicarbonate —consisting essentially of Maltose, Dextrins, Proteins end Minera! Salts. 
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“Men Are Known by the Company They Keep” 


D.O’s Are Known by the Literature They Use 


Osteopathic Magazine & Osteopathic Health 
are famous for superior qualities 


ATTRACTIVE — INTERESTING — EDUCATIONAL 
ETHICAL — OSTEOPATHIC — REASONABLE 
February Osteopathic Magazine 


Osteopathy—the Therapy of Distinction. By Swimming for Expectant Mothers. By Howard 


Guy E. Loudon, 
An exposition of the principles of osteop- 
athy with special emphasis on the func- 
tioning of the autonomic nervous system, 
and several case reports on which the 
author bases his claim of distinction for 
this complete system of healing. 


When Danger of Malignancy Whispers. By 


Margaret H. Jones, D. O. 

Dr. Jones, besides emphasizing the neces- 
sity of pelvic examination not only for 
discovering incipient malignancy but for 
warding off other conditions which might 
become disabling, shows how the osteo- 
pathic physician is especially trained to 
find and correct pelvic abnormalities. 


A Record in Babies. 


The story of Dr. O. P. Grow of Queen City, 
Mo., who has an unusual and interesting 
record in obstetrical cases. Dr. Grow out- 
lines briefly the advantages of osteopathic 
care during pregnancy and childbirth. 


Wilson. 
Mr. Herbert Henrici, director of aquatics at 
the Tulsa Y.M.C.A., and Dr. John E. Halla- 
day discuss with a reporter the beneficial 
effects of swimming during pregnancy ob- 
served by them in a number of cases. 


A Baby Round-Up. By Olga Edith Gunkle. 


A description of the Annual Homecoming 
Baby Clinic of the Rocky Mountain Osteo- 
pathic Hospital, which the author calls “one 
of the most fascinating community health 
efforts in the country,” shows the excellent 
follow-up service which this institution of- 
fers to babies delivered under its own 
roof and by its staff physicians. 


This Business of Painting the Lily. By Russell 


C. Erb, M.S. 
The author, Professor of Chemistry at the 
Philadelphia College of Osteopathy, dis- 
cusses the chemical composition and harm- 
ful effects of cosmetics on the skin. An 
article of unusual interest to women. 


Osteopathic Health No. 86 (Feb.) 
Have You Read O.H. Lately? It Is Different 


Cancer and Osteopathy 


A carefully worded article explaining the part that osteopathy may 


play in the prevention of cancer. 


Prophylaxis of the Ears 


Tells the layman what he should do to prevent ear troubles, including 


deafness. 


Scarlet Fever 


Explains the osteopathic care of a disease that is prevalent at this time 


of the year. 


Other Short Subjects 


SEND IN AN ORDER FOR TWELVE MONTHS’ SERVICE NOW. 
Order Blank on Page 28 


American Osteopathic Association 
540 N. Michigan Ave. 


Chicago, Illinois 
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QUICK 
SURE e PAINLESS 
With this neutral, non-toxic SAFER solution, Sodium 
Linsoleate, physicians can now master technic of 
sound non-surgical hernia cure. Given free to physicians: 
complete course in fully illustrated booklet of differential e 
diagnosis, contraindications, procedure, technic, and 
completion of hernia, —— and similar injections. 
te 
WILLIAMS & CO. Room 374, 4554 Broadway, 
CHICAGO 
—a synergistic combination 
of purest alkali and alkaline 
earth bromides, prepared to 
enhance prolonged and safe 
\ Supplies the Vital Life Giving HHH sedation and to decrease the 
mM Vitamin "E", Nature's Physiological Ht tendency to bromism. 
APHRODISIAC | 
| 
VM-"E" perles supplies this Master Hil 
Vitamin in its natural element. HHI 
|| © Ask for Your Copy of Hil Pharmaceutical Chemists 
“VITAMINERAL THERAPY” | 
lil] 4500 Parkview St. Louis, Mo. 
Wit | UP 
36 Calif. 
FILM LIBRARY OF THE AMERICAN OSTEOPATHIC ASSOCIATION 
> of , AUDIENCE NO. OF TIME TO RENTAL 
TeTLE PRODUCED BY SUITABILITY REELS SHOW SIZE CHARGE 
“Dan's Decision,” vocational film on| A.O.A. Lay 2 30 minutes | 16 mm. _— 
osteopathy 35 mm. 
“Road to Osteopathy,” activities in| A.O.A. Lay 1 15 minutes | 16 mm. None 
osteopathic colleges 
“Posture” Eastman Kodak | Either 1 15 minutes | 16 mm. $1.00 
Co. 
“Manipulative Experimentation on| Ralph Rice in R. | Professional 1 15 minutes | 16 mm. $1.00 
Animals,” physiological effects of| 1. Institute Lab- 
stimulation and inhibition on the di- | oratory 
gestive tract 
“Osteopathic Mechanics of the Dor-| Drs. Ralph Rice | Professional 2 30 minutes | 16 mm. $2.00 
sal Area” & Geo. V. Web- 
ster 
“Osteopathic Mechanics of the! Drs. Ralph Rice} Professional | 3 45 minutes | 16 mm. $3.00 
Pelvis” & Geo. V. Web- 
ster 
“Our American Feet,’ mechanics of| Q. L. Drennan, | Professional | 2 30 minutes | 16 mm. $1.50 
feet, technic of proper fitting of | D.O. 
shoes 


Address all inquiries to the American Osteopathic Association, 540 N. Michigan Ave., Chicago, III. 


| | | | | 
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GUIDANCE 
~ ~ LEAFLETS 


Osteopathy 


‘This is a reprint by the 
American Osteopathic Association 
of 
Leaflet No 23 


OF EDUCATION 

Dor reves to of 


New edition of the eight-page brochure, formerly 
known as “Osteopathy as a Career.” Com- 
pletely rewritten and revised. Price: $3.00 per 
100. 10% discount on cash orders of 1,000 or 
more. Imprinting 50 cents per 100. Envelopes 
25 cents per 100. Write for sample. Order from 
American Osteopathic Association, 540 N, Mich- 
igan Ave., Chicago, 


Literature Rack 


Brightens your office and helps 

you to deliver the message of oste- 

opathy to every caller. Keeps your 
literature clean and accessible. 


Size 17x20 
Price $2.50 


Sent anywhere in the U. S. A. only, 
express charges collect. 


American Osteopathic Association 
540 N. Michigan Av., Chicago 
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APPLICATIONS FOR 
MEMBERSHIP 


Colorado 


Parsley, N. Estelle (Renewal), 
1550 Lincoln St., Denver 


Florida 
Duffé, Paul Edgar (Renewal), 
2047 Park St., Jacksonville 
Illinois 
Clarke, Robert (Renewal), 
1305 E. 63rd St., Chicago 
Worstell, Harriet Wilson, 
1632 Stevens Bldg., Chicago 
O’Brien, Phyllis M., KCOS ’36; 
1118 Spring St., Quincy 


Kansas 
Burditt, R. W., KCOS ’36; 
112% East 8th St., Horton 
Michigan 
Beukema, A. D. (Renewal), 
350 Leonard St., N. W., Grand 


Rapids 
Missouri 
Gasperich, Frank John, KCOS ’36; 
Still-Hildreth Sanatorium, Macon 
Auten, J. M. (Renewal), 
Box 45, Stewartsville, Mo. 


New Jersey 
Gardner, Fannie G., 
137 Mayhew Drive, South Orange 
Griese, Stanley M., 
38 Newton Ave., Woodbury 
West Virginia 
Russell, Donna G. (Renewal), 
311 Broad St., Charleston 
Kaufman, J. J., Jarrett Bldg., 
Grafton 
Austin, I. M. (Renewal), 
305 High St., Morgantown 
Coda, R. E. (Renewal), 
Morgantown 
Cronen, M. R. (Renewal), 
425 High St., Morgantown 
Miller, H. I. (Renewal), 
Delmar Bldg., Morgantown 
Trefz, Emily Russell (Renewal), 315 
Main Ave., Weston 
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CHANGES OF ADDRESS AND 
NEW LOCATIONS 


Anderson, Charles L., from 6608 St. 
Francis Court, to 3722 Brunswick 
Ave., Los Angeles, Calif. 

Anderson, J. G. from _ Ekalaka, 
Mont., to Belgrade, Mont. 

Andrews, Emrys W., from Scranton, 
Pa., to 2038 Delaware St., Dun- 
more, Pa. 

Bailey, K. Grosvenor, from 600 Ed- 
wards-Wildey Bldg. to 624-25 
Transamerica Bldg., 649 S. Olive 
St., Los Angeles, Calif. 

Baum, Harry, Jr., from Three Rivers, 
Mich., to Route No. 2, Paw Paw, 
Mich. 

Beall, Clara P., from 604 Gurne 
Bldg., to 302 Gurney Bldg., 472 
Salina St., Syracuse, N. Y. 

Beall, Francis J., from 604 Gurney 
Bldg., to 302 Gurney Bldg.., 472 S. 
Salina St., Syracuse, N. Y 

Beall, Francis J., Jr., from ‘604 Gur- 
ney Bldg., to 302 Gurney “ts 472 
S. Salina St., Syracuse, N. 

Becker, Andrew D., from 3A E. 
High St., to 207A E. High St., Jef- 
ferson City, Mo. 

Briscoe, Richard W., from Fuller Os- 
teopathic Hospital, to 200-02 Eddy 
Bldg., Corner Main & Market Sts., 
Bloomington, Ill. 

Brown, Dwight F., from 41 Pine St., 
to 10 Cottage St., South Porland. 
Maine. 

Burkholder, John D., from Harrison- 
burg, Va., to River Canyon, Mt. 
Crawford, Va 

Carroll, Joseph A., from Ottawa, 
Ill., to 103 S. Third St., Delavan, 


Wis. 

Chertkoff, Myer B., from Philadel- 
phia, Pa., to 725 Haddon Ave., Col- 
lingswood, N. J. 

Chicky, Chester S., from Oakland, 
Maine, to 1513 Gratiot St., Sagi- 
naw, Mich. 

Christastie, F. J., from 320 W. 
Church St., to 353 W. Church St, 
Elmira, N. Y. 


Delivered in Bulk to Your Office 
Under 200 copies 


OSTEOPATHIC MAGAZINE 


Annual Contract Single Order 
$6.00 per 100 $6.50 per 100 


200 or more 


Delivered in Bulk to Your Office 
Under 200 copies 


OSTEOPATHIC HEALTH 


5.00 per 100 5.50 per 100 


Annual Contract Single Order 
$4.00 per 100 $5.00 per 100 


200 or more 


(except foreign). 


5% for cash on orders of 500 or more. 
extra without professional card; $2.50 per 100 extra with professional card. 
Professional card free on orders of 50 or more. 
Samples on request. 


Both mail for one cent if sent unsealed and without enclosures. 


eee 3.75 per 100 4.75 per 100 
Mailed direct to list—$1.50 per 100 


Shipping charges prepaid 


Please copies of 


American Osteopathic Association, 540 N. Michigan Ave., Chicago. 


Osteopathic Magazine, ______Issue With professional card________ 
Osteopathic Health, No Without professional card_______ 
Name 

Address 
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Clements, Kibby J., from Plainview, 
Texas, to 241 Milam Bldg., San 
Antonio, Texas. 

Cohagan, Claire G., from Neosho, 
Mo., to 205-06 Frisco Bldg., Joplin, 
Mo. 

Cole, Glen W., from Upper Darby, 
Pa., to 300 Penn Trust Bldg., Nor- 
ristown, Pa. 

Cooke, Emblen N., from Grace 
Homeopathic Hospital, to Waldo 
Sanatorium-Hospital, 15th Avenue 
N. E., & E. 85th St., Seattle, Wash. 

Cordes, Richard E., from Buffalo, 
N. Y., to Hillsboro State Bank 
Bldg., Hillsboro, Texas. 

Cramer, Nellie M., from Hayward, 
Calif., to P. O. Box 98, Berkeley, 
Calif. 

Crowther, John L., from Newport, 
R. I., to Hampden Road, Carmel, 
Maine 

Culver, George A., from Athens, IIL, 
to 1751 N. Normandie Ave., Los 
Angeles, Calif. 

Davis, Kenneth J., from 951 Minne- 
sota Ave., to 207-10 Huron Bldg., 
Kansas City, Kans. 

Elliott, Virgene K., from Laguna 
Beach, Calif., to 519 N. Ardmore 
Ave., Los Angeles, Calif. 

Enderby, Wayne C., from Des 
Moines, Iowa. to 210% E. Wash- 
ington St., Iowa City, Iowa 


Epps, Franklin S., from 7 Grove St., | 


to 348 Turner St., Auburn, Maine 

Farley, Louis R., from Saginaw, 
Mich., to Montrose, Mich. 

Fields, F. Herbert, from 219 Simpson 
Bldg., to 410-11 Simpson Bldg., 
Ardmore, Okla. 

Firth, Douglas E., from 60 Front St., 
W., to 912 Star Bldg., 80 King St., 
W., Toronto, Ont., Canada. 

Foley, Walter Kane, from Minneapo- 
lis, Minn., to 1110 Lincoln Road, 
Miami Beach, Fla., (Dec. to April) 

Frech, E. H., from 309 Liberty Bldg., 
to 542-43 Stuart Bldg., Lincoln, 
Nebr. 

Fredericks, Homer M., from Des 
Moines, Iowa, to Odd Fellows 
Bldg., Ankeny, Iowa 

Gading, Charles O., from Kenyon, 
Minn., to Winona, Minn. 

Gallardo, O. Pierre, from 609 S. 
Grand Ave., to 1803 Maryland Ave., 
Los Angeles, Calif. 

Gautschi, Frederick H., from 6356% 


Van Nuys Blvd., to 14436 Hamlin 


St., Van Nuys, Calif. 

Gibbs, Stephen B., from 933 Lincoln 
Road, to 605 Lincoln Road, Miami 
Beach, Calif. 

Green, Edward R., from Seattle, 
Wash., to Kincaid, Kans. 

Hartlein, George M., from Los 
Angeles, Calif., to 1702 La Paz 
Road, Pasadena, Calif. 

Heim, Joseph M., from Barberton, 
Ohio, to 2150 Front St., Cuyahoga 
Falls, Ohio 

Heptonstall, A. E., from 27th & Pros- 
pect, to 4334 McGee, Kansas City, 
Mo. 

Holden, Allen I., from 617 Smith St., 
to 798 Hope St., Providence, R. I. 

Hooker, Lynn, from 330% E. Mit- 
chell, to 5-6 Magnus Bldg., Petos- 
key, Mich. 

Howard, Horace J., from 919 N. 
Broadway, to 1318 N. Main, Santa 
Ana, Calif. 


for more precise diagnosis... 
B-D TRIPLE CHANGE STETHOSCOPE 


STETHOSCOPES IN 


bd The new B-D Triple Change Stethoscope provides three 
different types of chest pieces, any one of which instantly attaches 
to the binaural unit. The chest pieces are: Ford type bell, dia- 


— phragm type metal and the smaller diaphragm 
PRICES of individual | type Bakelite with bracelet as used for blood 
units when purchased | pressure readings. The advantages are obvious. 


separately: The bell type chest piece is most efficient for 

Binaural unit. . . $2.00 | low pitched murmurs and breath sounds. The 
Ford type bell chest diaphragm type metal is best for high pitched 
-75 | murmurs, foetal heart sounds, etc. It has a de- 

(with of without cided advantage in pneumonia cases because it 
bracelet) .. . .75 | can easily be slipped down the patient's back in 


Gessecine) . 1.25 the palm of the hand. Diaphragm type Bakelite 
Suede cloth pouch .50 | Chest piece eliminates metallic resonance and 
TOT os 05.48 is supplied with bracelet for blood pressure 

PRICE of entire | T¢2dings.--A suede pouch carries the outfit 
eustienustieabio with three chest pieces. The units may be pur- 
in | chased as needed. Prices are listed at the left 
BD PRopucTs BECTON, DICKINSON & Co. 


cMade for the Profession RUTHERFORD, N. J. 


Metal chest piece 


WHAT EVERY PRACTITIONER NEEDS 


A method of making urine and blood analyses without boiling, without the use of 
corrosive acids, without microscope or test-tubes, in one-half a minute, with reagent 
only and one drop of urine. Something VALUABLE that is quickly taking the place 
of the common methods now in use. Tested and Approved. 

OUR SPECIAL POCKET CASE CARRIES 
material for testing for albumin, sugar, acetone, bacterial infection, pus, blood and 
bilirubin in urine, and occult blood in feces. Over 1000 tests. Price $6.00. 
THE COMPLETE OFFICE OUTFIT 
cma ALSO INCLUDES 


equipment for computing percentage of sugar in 
ReEGERE of albumin in the urine. 
Information and Reports on Request 


WM. DUNKLER LABORATORIES 
4654 N. Central Ave. Chicago, Ill. 
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DR. PHILIP A. WITT DRS. C. REID AND H. M. HUSTED 
DR. EDW. W. MURPHY, Associate a ve, ose and Throat 


THE ROCKY MOUNTAIN CLINICAL GROUP 


in DENVER 
“The Gateway to America’s Most Beautiful Vacationland” 


DR. PHILIP D. SWEET DR. N. ESTELLE PARSLEY 
DR. FRANK I. FURRY : 
Orificial Surgery and Physical Therapy Structural Ansiysis 
DR. H. I. MAGOUN DR. L. GLEN CODY DR. RALPH B. HEAD 
Successor to Dr. D. L. Clark General Dentistry and X-Ray General Practise and Anaesthesia 
DR. FREEDA LOTZ-KELLOGG DR. ALBERT P. HORTON oe. LESTER F. REYNOLDS 
Endocrinology and General Practise Orthodontia and Pediodontia bstetrics and General Practise 
DR. EMMA ADAMSON MISS EB. A. yr 
Colonic Therapy and Osteopathy Laboratory and X-Ray Tech F 
1550 Lincoln Street MEMBERS OF STAFF, ROCKY MOUNTAIN OSTEOPATHIC HOSPITAL Clinical Building 
CALIFORNIA Classified Advertisements FLORIDA 
RATES PER INSERTION: $2.00 for 20 
LOS ANGELES words or less. Additional words 10 cents 
each. 
MERRILL Cum ete. Ray C. Wunderlich, D.O. 
Neuropsychiatric FOLEY TRUSSES. Also Foley hernia 807-808 Equitable Bldg. 
Downtown Office and varicose vein solutions. We have 


609 South Gran 
Avenue 


d special proposition to bring you Lepel St. Petersburg, Florida 
high power ultra Short Wave machine 


and show you how to get results with 
short wave and also handle successfully 


DR. THOMAS J. MEYERS AMBULANT PROCTOLOGY: Lec- Walter K. Foley, D.O. 


rectal, vaginal troubles, varicose veins 
and hernia. Thomplasto, Leesburg, Va. 


tures on Ambulant Proctology and announces the opening of an office 
NEUROPSYCHIATRY the Injection Treatment of Hernia. for the Practice of Osteopathy. Also 
Migraine Price $5.00. Individual instruction Injection Methods, Prostate, Her- 
_— given. Dr. P. H. Woodall, 617 First nia, Veins, Hemorrhoids. 
EPILEPSY National Bank Bldg., Birmingham, Ala. 1110 Lincoln Road 
989 E. Washington St. TABLES: New type spring cushion or Miami Beach, Florida 
PASADENA CALIF. sanitary, sterilizable sponge rubber. 
Hydraulic or stationary base. DR. HAY- Dosember to April 
MAN, Mfr., Doylestown, Pa. 
Drs. Edward B. Jones FOR SALE: Established Hernia prac- Dr. Gerald A. Richardson 
po tice. Large Michigan city. Unusual M . 
re opportunity. Excellent location. Very ount Dora Hospital 
Forest J. Grunigen tow peice Address M. C. V., c/o General Osteopathic Practice, Dia 
erm ight er, 
So. Ave. Colonic Irrigations, fatravenous 
Ang Calif. oung osteopathic surgeon would like to cations. tetrics. 
locate with some established osteo- 
Practice limited to pathic physician or group. Has liberal Mount Dora, Florida 
Urology—Dermatology—Proctology amount of hospital equipment. 4 yrs. See A.O.A. Directory 
active experience operating institution 
and doing general surgery. Address 298, 
COLORADO c/o Journal. ILLINOIS 
AVAILABLE September, 1937. Com- 
Dr. W. L. Holcomb petent and well trained Eye, Ear, Nose FULLER OSTEOPATHIC 
Dr. E. E. English ~— Throat man poe background of HOSPITAL 
twelve years general practice. Will join - . O. 
General Surgery and Practice a group, or locate where there is a defi- 
Staff members Rocky Mountain nite demand for such work. Eligible General Hospital 
Osteopathic Hospital for license in any state. Address L. I. N., pe and 
430 Empire Building c/o Journal. linicel Service 
430 16th St. : ‘ 801 N. Main St. 
Denver, Colorado Bloomington, Il. 
of 10,000. Write Colo. c/o Journal. 
DISTRICT OF COLUMBIA 
New Revised Edition 
QUICK RESULTS Standard Loose L 
se Leaf 
DR. CHESTER D. SWOPE “Thanks to my advertising in the || CASE HISTORY BLANKS 
Osteopathic Physician A.O.A. Journal, I sold my practice. Size 8!4x11—Ruled 
Am and Punched for binder 
consider the ‘ spent the best re- tpaid 
The Farragut Apts. turn I ever got.”—F.E.D. $1.00 per 100, pos 
‘ A. O. A.—540 N. Michigan Ave. 
Washingt on, D. C. If you wish to buy or sell, use the Chicago 


Journal Classified Column. 
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IOWA 


DR. ARTHUR D. BECKER 
Osteopathic Physician 


General Diagnosis 


Cardiologist 
Des Moines General Hospital 


Des Moines, lowa 
Practice limited to consultation 


MASSACHUSETTS 


Dr. Orel F. Martin 
SURGEON 


68 Commonwealth Avenue 
BOSTON, MASS. 


Collin Brooke, D.O. 


Practice Limited to 
Proctology—Varicose Veins 
—Hernia 


ST. LOUIS 


210 Frisco Bldg., 906 Olive St. 


NEW YORE 


Dr. A. Bowman Clark 
Dr. Elizabeth S. Carlin 


104 E. 40th St. 
NEW YORK CITY 


GENERAL OSTEOPATHIC 
PRACTICE 
LONG ISLAND OFFICE 


99 CATHEDRAL AVE. 
HEMPSTEAD 


Dr. Thomas R. Thorburn 
Dr. J. Marshall Hoag 


HOTEL BUCKINGHAM 
101 W. 57th Street 
New York City 


RHODE ISLAND 


Dr. F. C. True 
SURGEON 
763 Broad St. 


PROVIDENCE, R. L 


CHIEF SURGEON 
R. I. OSTEOPATHIC HOSPITAL 
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Hoxsie, Edgar B., from 347 14th St. 
to 346 Highland Ave., San Ber- 
nardino, Calif. 

Hughes, Caleb A., from Box 394, to 
Box 717, Sunnyside, Wash. 

Hurst, R. H., from King City, Mo., 
to Donovan Hospital, Raton, N. 
Mex. 

Husted, Russell M., from Los An- 
geles, Calif, to 404 Press Tele- 
gram Bldg., Long Beach, Calif. 

om, Eunice L., from 3743 Main 
St., to 4200 Walnut St., Kansas 
City, Mo. 

Ingram, Hubert H., from Calipatria, 
Calif, to 744 S. Ferris Ave., Los 
Angeles, Calif. 

Jackson, Clarence C., from 729% 
Main St., to 614% Main St., Keo- 
kuk, lowa 

Jamison, W. Dale, from Bradford, 
Pa., to Saginaw Osteopathic Hos- 
pital, Inc., 515 N. Michigan Ave., 
Saginaw, Mich. 

Jennings, George S., from 310 Med- 
ford Center Bldg., to 424 Medford 
Center Bldg., Medford, Ore. 

Jones, Etha Marion, from St. Peters- 
burg, Fla, to 207 Parker St., 
Tampa, Fla. 

Levine, Harry, from Chicopee, Mass., 
to 497 Sumner Ave., Springfield, 
Mass. 

Lord, Rachel, from Methuen, Mass., 
to Washington St. Bath, 
Maine 

Macdonald, Josephine, from 367 Har- 
vard St., to 18 Prescott St., Cam- 
bridge, Mass. 

Miller, Gerard M., from Brooklyn, 
N. Y., to 254 S. Orange Ave., Or- 
lando, Fla. 


Miller, Harold L., from 500 N. Third 


| Ogden, McAlpine P., 


| Parish, 


St., to 510 N. Third St., Harris- 
burg, Pa. 

Montano, Helen L., from 219 Simp- 
son Bldg., to 410-11 Simpson Bldg., 
Ardmore, Okla. 

Odey, William M., from Kewanee, 
Ill., to 539 Fifth Avenue Bldg., Mo- 
line, Ill. 

from Loveland, 

Colo., to Lamb Hospital, 1560 

Humboldt St., Denver, Colo 

Chester W., from White- 
water, Wis., to 1532 Bentley Ave., 
Westwood, Los Angeles, Calif. 

Park, Robert J., from Box 976, 
Box 1213, Midland, Ont., Canada. 

Price, J. Paul, from 1709 Ramsey 
Tower, to 1613 Ramsey Tower, 
Oklahoma City, Okla. 

Proudlock, Homer F., from Menom- 
inie, Wis., to Locust Grove, Okla. 


to 


William J. Douglas, D.O. 


43 Avenue George V. 
(Champs Elysees) 


PARIS 
Tel. Elysées 60-51 
FRANCE 
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Ramsay, Wayne, from 9104 Grand 
River Ave., to 2319 David Stott 
Bldg., Detroit, Mich. 


Riemer, Percy R., from Inola, Okla, 
to Pawnee, Okla. 


Ritter, Roland G., from Monroe, 
Mich., to Rockwood, Mich. 
Robertson, John H., from Gala- 


shiels, Scotland, to 14 Lidgett Park 
Road, Roundhay, Leeds, 8, Eng- 
land (Temp.) 


Roddy, William, from Mendel Booth 
Bidg., to Fifth & Talbot Sts., Tay- 
lor, Texas 


Rodney, Matilda W., from 281 W. 
Harvey St., to 224 W. School Lane, 
Gemantown, Philadelphia, Pa. 


Roehr, C. Wallace, from Yelm, 
Wash., to Health Hotel, Route 8, 
Spokane, Wash. 


Roehr, Esther, from Yelm, Wash., 
to Health Hotel, Route 8, Spokane, 
Wash. 


Seastrand, Carl E., from Goteborg, 
Sweden, to 1119 Equitable Bldg, 
Des Moines, Iowa 


Sellew, Robert H., from 314-15 Citi- 
zens Natl. Rank Bldg., to 46 Bay- 
ard St., New Bunswick, N. J. 


Sheetz, Jacob G., fom 7616 Seventh 
Ave., to 237 Bay Ridge Parkway, 
Brooklyn, N. Y. 

Sigal, Louis, from Orange, N. J., to 
128 Summit Ave., Summit, N. J. 


Stinson, James A., from Seventh 
Floor, Snell Bldg, to 601 Times 
Bldg., St. Petersburg, Fla. 


Sturgess, Chauncey B., from 77 Main 
St., to 198 Main St., Hamburg, 


Thomas, G. R., from 2305 Classen 
Blvd., to 2307 Classen Blvd., Okla- 
homa City, Okla. 


Thompson, William C., from Kansas 


City, Mo., to 221 N. Olive St., Al- 
hambra, Calif. 
Wahl, Ralph H., from Fort Worth, 


Texas, to Bank of Herington Bldg., 
Herington, Kans. 


Waldo, William E., from 1701-03 
Textile Tower, to 810 Skinner 
Bidg., Fifth & Union, Seattle, 
Wash. 

Wasney, Victoria, from Detroit, 
Mich, to 4529 Spruce St., Philadel- 
phia, Pa. 

Williams, Harry H., from New 
Rochelle, N. Y., to 79 Pondfield 
Road, Bronxville, N. Y. 


Wright, William C., from 104 E. Wal- 
nut St., to 612 W. Chestnut St., 
Lancaster, Pa. 


GLEASON BELTS 


For Sacro-lliacs 


$1.50 each 


Give measurement around pelvis 


DR. A. H. GLEASON 
702 Park Bldg. 
Worcester, Mass. 


| 
| 
| 
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anuary, 


Start the New Year right by recommend- 
ing Horlick's as a nutritious, digestible 
diet, especially useful, 


For infants and growing children. 
For nursing mothers. 

In digestive disorders. 

During fevers and convalescence. 
For sleeplessness. 


yorlicks 


Maites 


We invite you to listen to LUM and ABNER, every night except Saturday 
and Sunday—NBC Blue Network 


HORLICK’S MALTED MILK 
CORPORATION 


Racine, Wisconsin 


NO. TITLES 
Osteopathic Briefs schoo o practice 
2 Influenza 
Size 6x9 3 Pneumonia 

4 pages. Size 6x9. Sciatica 0 
j ° 5 Acute Infectious Diseases 

N Order by number or title. 6 Strains and Sprains : 

E 7 Periodic Health Examinations 

X Make up an assortment to suit. 

a 9 Osteopathy in Athletics 

E Prices: $1.75 per 100. $15.00 per 1,000. Set of ms oon re P 

: 16 Samples, 20 cents. Imprinting professional 12. Chronic Arthritis ~ 

card: Under 1,000, 50 cents per 100; 13 Proctology H 

1 1,000 and over, 25 cents per 100. 14 Osteopathy for the Feet 

15 Diseases of Women 
ig 16 Friendly Fever C 
3 The American Osteopathic Association, 540 N. Michigan Ave., Chicago 

; Please enter my order for .....2..2.-.--2-.-e---- copies of Osteopathic Briefs, as follows: 

With or without professional card 
Address 


| 
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INDEX TO ADVERTISERS 
Sample & Literature Chart 


Check Any Squares on This Page 


WHICH MENTION PRODUCTS ABOUT WHICH YOU DESIRE 
MORE INFORMATION .. . SAMPLE OFFERS STARRED* 


Huxley Laboratories, Inc... 17 
Bet-U-Lol, anodyne oO 
Kalak Water Co. of New York. Inc... 
Kalak Water, antacid 0 
Keith. Geo: E.. Company... 15 
Walk-Over Shoes oO 
College of and Sur- 
..Cover Ill 
vice Classes. 
McIntosh Electrical 9 
Short-Wave Diathermy ( Unit 0 
Mellin’s Food Company. ; 
Feeding Formulas 
Nichols Nasal Syphon Co... 5 
Nasal Syphon 0 
Norwood Mig. Co. 
Adjuvant Specialties Compan oe Rectal oan Vaginal Heat Applications Oo 
4 Numotizine, emplastrum 
Minerals in Foods oO Od-Peacock Sulton Co... 
Barnes, A. C., Company, Inc. 23 Peacock’s Bromides oO 
Argyrol oO Pina-Mestre Clinics, Inc... 20 
Becton, Dickinson & Co... ee) Hernia Clinic o 
B-D Triple Change Stethescope 8,18 
BiSoDol Company. The... ere 12 Penetro and Penetro Nose Drops “i 
BiSoDol, Antacid O Reed & Carnrick : 7 
Bovinine Company. The... 22 Peptenzyme Elixir 
Hematinic Plastules Saunders Cover I 
Bristol-Myers Company 13 Medical Books 
Sal Hepatica, Laxative and antacid Schering Corporation ll 
Campana Sales Con 20 Ludozan, antacid 
Italian Balm S.M.A. Corporation 
Ciba Company, The... Cover II S.M.A. Baby Food *O 
Nupercainal oO Spicer and Company... 
Clay-Adams Co., Inc. 10 Edwinil, antibacterial agent ee | 
Sahli-Adams Hemometer oO Storm, Katherine L., M.D. 14 
College of Osteopathic Physicians and Binders and Abdominal Supporters oO 
Surgeons, Los Angeles 24 Vapo-Cresolene Co., The 24 
Course in Osteopathy oO Vapo-cresolene, sedative, antispasmodic O 
Denver Chemical Mig. Co... oan Vitamin Products Co... Cover IV 
Antiphlogistine * {3 Catalyn, vitamin concentrate 0 
DeVilbiss Company. The... Vitaminerals, Inc. 27 
Electric Steam Vaporizer . oO VM-E, Vitamin E oO 
Dunkler Laboratories, Wm... a Wander Company, The... 21 
Urine and Blood Testing Outfits 0 Ovaltine °T 
Co. Warner, Wm. R. Co., Inc. 16 
Gid Granules, Gastro-Intestinal Demulcent * [J Agarol wae 
Gan-Aiden, local anaesthetic. oO Sodium Linsoleate, hernia solution 0 
Winthrop Chemical Co... _19 
Sacro-lIliac Belts Oo Devegan, specific for trichomonas vaginitis 0 
Horlick’s Malted Milk Corp... 
Malted Milk oO Absorbine, Jr. 


JOURNAL OF THE AMERICAN OSTEOPATHIC ASSOCIATION, JANUARY, 1937 
TEAR OUT THIS PAGE > (WITH 1 SQUARES CHECKED) AND MAIL TO DEPT. A. 


American Osteopathic Association 
540 N. Michigan Ave. Chicago, Illinois 
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Send to High School and College Graduates 


Journal A.O.A. 
January, 1937 


OSTEOPATHY 
“OSTEOPATHY 
asa 


Profession” 


AVocational Study The finest piece of literature on osteopathic 
education ever published. 


THE COVER 


Ideal for student recruiting. 
Impressive to legislators. 
Convincing to patients. 
Interesting to everyone. 


Congratulations on such a fine booklet! 


I am convinced, not to say impressed. This booklet is “tops” and let me be one of the 
~~ to commend whoever was responsible for such a high class discourse on a “great pro- 
ession.” 


Several publishers of newspapers and advertising men have told me personally, that 
the booklet is one of the best examples of external pressure and indirect selling they have 
ever seen. But to me, it’s a swell story. 


You have my order and sincerest wishes for widespread distribution. 
C. W. W. Hoffman, D.O. 


24 pages beautifully printed on white enamel stock, in 
black and green. Size 6x9. 


64 handsome illustrations. A page of views for each 
recognized college. 


PRICE: $6.50 per 100; 500 to 900 inclusive, $6.00 per 
100; 1000 or more, $5.50 per 100. Imprinting 50 cents 
per 100. Plain white mziling envelopes 25 cents per 
100. (Envelopes sent only when requested.) Mails 
for one cent unsealed. 


OSTEOPATHY 


Profe 


Sample on request 


AMERICAN 
OSTEOPATHIC ASSOCIATION 
540 N. Michigan Avenue, Chicago 


FRONTISPIECE AND OPENING PAGE 


Place in all libraries. Send to vocational advisors 


J 


MID-YEAR CLASSES 
BEGIN 
February 1, 1937 


The Kirksville College continues its policy of accepting a begin- 
ning Freshman Class for the Mid-Year Term commencing 
February first. This enables young people to enter their profes- 
sional training without waiting until September. 


With the completion of the building program, the Kirksville 
College is in a better position than ever to carry through its 
educational policy of training competent osteopathic physicians. 
The large plant, experienced faculty, adequate clinics, able ad- 
ministration and sound financial condition combine to give the 
students the best possible training at minimum cost. 


There has been no increase in the cost of tuition. This fact, 
together with the low living costs in Kirksville, bring osteo- 
pathic training within the reach of many who would otherwise 
be denied. 


Let us co-operate with you in telling your young friends the 
many advantages in choosing osteopathy as a career. 


KIRKSVILLE COLLEGE of 
OSTEOPATHY and SURGERY 


KIRKSVILLE, MISSOURI 
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A Definite and Immediate Response 


should be noted by the physician when he prescribes a 
vitamin concentrate for such conditions as may be due 
to deficiencies. 


It is the observation of such responses that has built the 
reputation for V-P concentrates. 


For nervous insomnia, many heart conditions, to control the 
fever in most common infectious disease, the physician will 
find vitamin concentrates will act just as quickly and far 
more safely and satisfactorily than any drug. 


In these cases we are merely correcting a basic cause, and 
vitamin concentrates enable us to replenish vitamin reserves 
quickly that would require weeks or months otherwise. 


Mote information from us or from 
the nearest “Catalyn” Distributor 
DISTRIBUTORS: 
ATLANTA, GA........- 724 First National Bank Building 25 W. 45th Street 
BIRMINGHAM, ALA........ 609 Title Guarantee Building i 608 16th Street 
BOSTON, MASS............... 35 Bonad Road, Arlington OKLAHOMA CITY................ 417 N. W. 27th Street 
CHARLESTON, S. C.............-.- 177 Wentworth Street OMAHA, NEBR................-......340 Electric Bidg. 
CHARLOTTE, N. C 503 First National Bank Building PHILADELPHIA, PA......... -..e+..+433 S. 49th Street 
CHICAGO, ILL..............- 549 West Washington Street PITTSBURGH, PA................ 225 S. St. Clair Street 
CINCINNATI, 0... ...421 Provident Bank Building BAINE. -. Beacon Street 
7711 Euclid Avenue Guaranty Building 
©... 1112 E. Fulton Street 205 North Boulevard 
DAYTONA BEACH, FLA........... 220 Magnolia Avenue Hotel Cadillac 
3814 Fifth Street 97 East Arch Street 
528 Penobscot Building SAN ANTONIO, TEXAS............. 103 W. Ashby Place 
PORT 1204 Maple Avenue 3709 Sth Avenue 
HONOLULU, T. H... ..202 Hawaiian Trust Building SAN FRANCISCO...... 331 Merchants Exchange Building 
1701 Huldy Street 816 Insurance Building 
JACKSONVILLE, Fila.......... 426 Peninsular Life Bida. 4521 Shenandoah Avenue 
KANSAS CITY, MO.................- 412 W. 47th Street WE Darsccccoccccessceccateseese 2809 Wayne Street 
LOS ANGELES....... 438 Chamber of Commerce Building ...., eee ...33 E. Broadway 
2169 Poplar Avenue WASHINGTON, D. C.............. 1701 Park Road, N.W. 
Gante | Apartado 1993 208 Madison Street 
MINNEAPOLIS, MINN............ 47 South Ninth Street 118 N. Eleventh Street 
MISSOULA, MONT..... 311 First National Bank Building WESTER, BAB. .nccncsecccccescccs 116 N. Market Street 


© 
VITAMIN PRODUCTS CO., catatyn BuILDING, MILWAUKEE, WIS 
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